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NEW, MORE EFFECTIVE ANTIDIARRHEAL 
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the first wrle-speclrum anthelmintr 


Clinical studies! show: 

e ‘Delvex’ is effective orally, usu- 
ally within five days, against four 
of the five most common worm 


infections: 
Pinworm Whipworm 


Roundworm Strongyloidiasis 


e It also inhibits, and sometimes 
eliminates, hookworm infection. 


e It is fully effective in both sin- 
gle and multiple infections and in 
both heavy and light infections. 
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e It eliminates pinworm infection 
in 100 percent of patients. 


e It is the first effective and prac- 
ticable agent for the oral treat- 
ment of strongyloidiasis and 
whipworm infection. 


e No adjunctive measures are 
needed with ‘Delvex’ therapy. 


Further information may be ob- 
tained from your Lilly representa- 
tive or by writing to our Medical 
Department. 


*'Delvex' (Dithiazanine lodide, Lilly) 
1. Swartzwelder, J. C., et al.: J. A. M. A., 165:2063, 1957. 


INDIANAPOLIS 6, INDIANA, U.S.A. 


860775 
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LETTERS 
To The Editor 


This department is offered as an Open Forum 
for the discussion of topical medical issues. All 
letters must be signed. However, to protect the 
identity of writers who are invited to comment 
on controversial subjects, names will be omitted 
when requested. 


Dear Doctor: 

Could you please give me information, 
as far as it is available now, on the 
dates and location of the next conven- 
tion of the International Academy of 
Proctology, giving city and hotel if pos- 
sible. 


PRURITUS ANI 
PROMPTLY 
ote] a. ce) i i se) 


Clinical investigations repeatedly demon- 
strate prompt and lasting relief of pruritus 
with TARCORTIN therapy.* 


In arecent study of 87 cases of pruritus ani: 


. the 


a remarkably consistent factor.” 


TARGO! 


ie B'2oldolotoladl-tolal- mu On» Si- tale Mt—Jol-loll- (Mm Ofer MEE Ua -6 64a-Cos 3 
5% (TARBONIS®) in a greasiless, stainless hydro- 
philic_cream. 


* REFERENCES: f: 
M.J O:837, 1954: 2. Bleiber 
7 AG $. Clyman, S.(G.: 


: Am 


rapid relicf of itching 


Welsh, A.E., and Ede, M.: 


Postgrad. Med. 21 
Mivastaroiay 





THE AMERICAN JOURNAL 





I intend to come to the meeting and | 
find it necessary to make plans far in 
advance. 

I missed the Mexico City meeting and, 
from what I hear, I have good cause for 
regret at not having made it my busi- 
ness to attend. 

M.D., San Francisco, 


California. 


Dear Doctor: 

The Eleventh Annual Teaching Semi- 
nar of the International Academy of 
Proctology will be held from April 5th 
through April 9th at the Plaza Hotel, 
New York City. 

Sorry you missed Mexico.. It was 
fabulous. See you in New York. 

Cordially, 
The Editor. 


—Continued on page 356 
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the unique nitrofurans eliminate 


problem pathogens 





CASE REPORT: STAPHYLOCOCCAL OSTEOMYELITIS 


Severe compound fracture of right foot led to a 
large, open ulcerated wound on the sole, with 
tarsal bones exposed and necrotic. Despite ex- 
tensive debridement, removal of necrotic bone 
and attempted closure with a pedicle flap, the 
wound failed to heal and developed considerable 
purulent drainage. 


Culture of pus revealed Staphylococcus aureus, 
resistant to all antibiotics tested, but sensitive 
to FURACIN. Daily irrigation was instituted, em- 
ploying 1 part of FURACIN Solution to 4 parts 
normal saline. Depths of the wound were reached 
with a long #20 needle on a 20 cc. syringe. 


Purulent drainage decreased considerably with- 
in a few days, stopped completely after 2 weeks 
of irrigation with FuRACIN Solution. The open 
space beneath the pedicle flap gradually filled 
with healthy granulation tissue, and 6 weeks 
after institution of FURACIN treatment, healing 
was complete. 


In clinical use for more than 12 years and today the most widely pre- 
scribed single topical antibacterial, FURACIN—like other nitrofurans— 
remains effective against pathogens which have developed, or are 


prone to develop, resistance to antibiotics. 


The : 
MITROFURANS 





Products of 
Eaton Research 
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FURACIN 


brand of nitrofurazone 


Available as Soluble Dressing, Soluble Powder, 
or Solution. Also in Vaginal and Urethral Sup- 
positories and in special formulations for eye, 
ear and nose. 


EATON LABORATORIES, NORWICH, NEW YORK 
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LETTERS TO THE EDITOR 


—Continued from page 348 





Dear Sir: 

In a recent issue of AMERICAN JouR- 
NAL OF ProcToLocy (June 1958) un- 
der the title “The Tight Anus”, Dr. Wil- 
liam Lieberman describes an operation 
of combined proctotomy, i.e. anterior 
and posterior incisions of the sphincter 
for stricture. 

Would not this procedure cause in- 
continence in a greater number of 
cases? I have had the experience he 
describes of recurrence of stricture 
after healing of a posterior proctotomy 
but fear the possible untoward results 
of the combined procedure described by 
Dr. Lieberman. 

Any information you can give me on 


this point would be appreciated. Thank 


you. 
Please withhold my name. 


(This letter was referred to Dr. Wil- 
liam Lieberman for comment.) 
Dear Doctor: 

It is true that the risk of incontinence 
is somewhat increased in this proce- 
dure, but (1) the probability of success 
in curing the stricture is also increased ; 
(2) a single, posterior proctotomy also 
carries some risk of incontinence or 
weakness of the sphincter; (3) it should 
be used only in very severe cases; (4) 
additional safeguards are secured by 
not cutting the sphincter completely 
through and by not placing any pack- 
ing between the severed ends. The pro- 
cedure must be done cautiously and 


—Concluded on page 404 
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Anogenital 


Pruritus 


The usefulness of 
local medication 
with fludrocortisone, 
crude coal tar, and 
Chlorhydroxyquinoline 


in combination 


MURRY M. ROBINSON, M.D. 
Washington, D. C. 


| pruritus is prob- 
ably a more completely descriptive term 
than pruritus ani for the itch of varied 
etiology which may be confined to the 
anal region but is more likely to extend 
to the perineum and genitals. Difh- 
culties in management, encountered by 
both the dermatologist and the proctol- 
ogist, may be attributed to the nonspe- 
cific nature of a large number of the 
cases encountered in practice. It is not 
always possible to differentiate a positive 
single or multiple cause and to enlist 
specific therapeutic measures necessary 
for permanent cure. Where a definite 
cause for anogential pruritus can be 
established, the possibility of cure is 
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good. Where a persistent pruritus ex- 
ists and lesions have been altered by 
scratching, medication and 
psychic influences, even careful and ex- 
tensive diagnostic investigation can fail 


previous 


to disclose the etiologic factor. 

Specific And Nonspecific Etiology 
Systemic, psychic and local factors are 
intercurrent in all forms of pruritus. 
and consequently, in anogential pruritus. 
The perianal region has distinct psycho- 
erotic significance and because the skin 
is moist and nerve endings in the area 
are easily stimulated, it is highly sus- 
ceptible to the development of a scratch- 
itch cycle. 

In addition, the possibility of irri- 
tation to the anogenital skin and 
mucous membranes is increased by the 
presence of sweat and urinary and fe- 
cal contamination and complicated by 
frequent and vigorous cleansing of the 
area and by lack of exposure to air. 

The onset of anogenital pruritus is 
characterized by a transient nocturnal 
itch, in most cases sufficiently severe to 
awaken the affected individual with an 
intense urge to scratch or rub the area. 
As the pruritus progresses, symptoms in- 
crease in severity and excoriation may 
lead to lichenification, maceration and 
secondary infection of the region. Be- 
cause of the hygienic, psychogenic and 
physiologic aspects of this type of in- 
volvement, the perianal area is an ideal 
site for pruritus and its sequelae. Add- 
ing to both the patient’s and the physi- 
cian’s difficulties, self-medication with 
potent local proprietary preparations in 
many cases compounds the initial irrita- 
tion. 

It is widely accepted in current medi- 
cal practice than anogenital pruritus is a 
functional disorder. There is no justi- 
fication for such a diagnosis until all 
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possibility of underlying organic or 
physical cause is eliminated. Specific 
organic factors are most often intestinal 
parasites, particularly pinworms, and 
proliferating neoplasms. Minor in- 
testinal disorders, gout, diabetes, and 
the presence of Streptococcus fecalis 
and chemical substances in fecal mate- 
rial have all been associated with ano- 
genital pruritus. Anorectal lesions which 
produce discharges or ulcerations such 
as sinuses, fistulas and 
hemorrhoids which lead to congestion, 
may initiate pruritus. These must be 
removed before a permanent cure can 
be achieved. 

Because organic causes cannot always 
be eliminated and because nonspecific 
factors cannot be defined, an empirical 
approach is most frequently the basis 


or fissures, 


for the management of anogenital pru- 
ritus. Many agents in current use to 
alleviate discomfort and embarrassment 
are only partially successful. A num- 
ber of diverse medications have been 
applied topically for symptomatic re- 
lief with equivocal results at best. 
Countless have been discarded for one 
reason or another. 
Conventional Local Therapy 

THE LocaL ANESTHETICS Local anes- 
thetics of the “caine” variety provide 
transient relief of anogenital pruritus. 
Unfortunately, they exhibit a high in- 
dex of sensitization and frequently lead 
to severe contact dermatitis with pro- 
longed use. Dimethesoquin alleviates 
symptomatology over a somewhat longer 
period of time. The injection of long- 
acting anesthetic agents is often associ- 
ated with hyperesthesia, parasthesia, 
suppuration of the perianal areas and 
necrosis. 

THE ANTIHISTAMINES Local applica- 
tion of antihistamines has been found 





helpful although a contact dermatitis 
will follow in six to ten percent of the 
patients so treated. 

CoaL TaR AND Lower Fatty Acips 
Because the lower fatty acids possess 
antiseptic and fungicidal properties, 
they are of some use in anogenital pru- 
ritus. Of the tars, crude coal tar is most 
effective. The antipruritic and kerato- 
genetic properties of this material have 
established it as a classic medication for 
a variety of dermatological conditions.'*® 
While the extreme messiness of the early 
preparations posed a problem of patient 
acceptance, the newer distillates are free 
from this disadvantage. The quino- 
lines are quite useful. As with crude 
coal tar, the messy quality of the early 
compounds introduced from Europe has 
virtually been eliminated without loss 
of efficacy. Improved esthetic quali- 
ties are attributed to the American 
chlorhydroxyquinoline and the newer 
preparations of this active agent. 

SUPERFICIAL X-Ray THERAPY Al- 
though x-ray therapy is of distinct 1 wwe 
in anogenital pruritus, the public has 
been frightened by the various rej.uxts 
of undesirable consequences of radia- 
tion. It should be used, therefore, only 
as a last resort. I, personally, feel that 
it offers little advantage over good man- 
agement with other available agents 
since it usually produces only a short- 
lived regression. 

CORTISONE AND HYDROCORTISONE 
Cortisone and hydrocortisone represent 
an outstanding advance in the treat- 
ment of anogenital pruritus. Excellent 





All preparations for this study with the ex- 
ception of the 2.5% hydrocortisone alcohol 
cream were furnished by Florinef or Tarquinor 
through the courtesy of Dr. Gavin Hildick-Smith 
of E, R. Squibb & Sons Division of the Olin 
Mathieson Chemical Corporation in New York 
City. 
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results in this and other dermatoses are 


achieved with systemic administration 
but topical application is equally satis- 
factory and materially decreases side 
effects associated with corticosteroid 
therapy. At first, no evidence of ab- 
sorption following topical application 
of hydrocortisone could be detected. 
With _radioisotope-labeled _ material, 
however, some slight absorption and ex- 
cretion in the urine was disclosed. Less 
than 1% was excreted in six days. 

THE NEWER STEROIDS New corti- 
coid derivatives are now available. One 
of these, fludrocortisone, was synthe- 
sized by the insertion of a fluorine 
atom at the 9-alpha position of hydro- 
cortisone acetate.’ Fludrocortisone is 
ten times as potent as hydrocortisone* " 
and apparently superior for topical use. 
Sodium retention and edema are rarely 
encountered with topical fludrocortisone 
medication.’? 7* Using a method of 
paired comparisons, Robinson’* and 
Sulzberger and _ co-workers'* found 
fludrocortisone superior to hydrocorti- 
sone in many cases when applied topi- 
cally for the treatment of various dema- 
toses. 

The Plan Of This Study The study 
described in this communication was 
undertaken to evaluate the effectiveness 
of a topical preparation containing 
crude coal tar, chlorhydroxyquinoline 
and fludrocortisone, in combination, for 
the treatment of anogenital pruritus. For 
purpose of comparison, hydrocortisone 
alone, fludrocortisone alone, and a com- 
bination of crude coal tar and chlorhy- 
droxyquinoline were employed in a con- 
trol group of patients. 

A series of thirty-four cases of ano- 
genital pruritus of nonspecific etiology 
were treated in the course of this study. 
In all cases, the pruritus was of more 
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than one year’s duration. Examination 
disclosed lichenification, excoriation or 
maceration or a combination of these 
signs in thirty-two cases. Although the 
remaining two patients complained of 
intense pruritus, no visible skin changes 
were present. Anogenital pruritus can 
exist without apparent skin changes. It 
was the author’s opinion that seborr- 
heic dermatitis, neurodermatitis or both 
were significant factors in most of these 
cases. Although complete certainty is 
not possible with so complex a process 
at best, when were further 
masked by secondary infection, the de- 
termination of underlying elements was 
virtually impossible. 

THE MateriaAts The following four 
preparations were employed in_ this 
study: (1) Hydrocortisone alcohol, 
2.5% (2) Fludrocortisone, 0.1%; (3) 
A combination of crude coal tar, 1% 
and _ chlorhydroxyquinoline, 0.2; and 
(4) A combination of crude coal tar, 
1%, chlorhydroxyquinoline, 0.2% and 
fludrocortisone, 0.1%. The hydrocorti- 
sone alcohol was prepared in a water-in- 
oil emulsion base while the other three 
formulations made use of a plasticized 
petroleum base. 

THE PaTIENTs Of the total thirty- 
four patients, fourteen were treated 
with the preparation to be evaluated, the 
combination of crude coal tar, chlorhy- 
droxyquinoline and fludrocortisone. The 
remaining patients were used as con- 
trols. Eight were treated with 2.5% 
hydrocortisone alcohol, seven with 0.1% 
fludrocortisone, and five with a combi- 
nation of crude coal tar and chlorhy- 
droxyquinoline. On a practical basis, 
this permitted some measure of control, 
inadequate as it might be. 


lesions 





Presented at the Tenth Annual 


Teaching 
Seminar in Mexico, April 1958. 
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All patients were instructed to wash 
the perianal region with a mild facial 
soap after each’stool and were cautioned 
to avoid vigorous cleansing. Four times 
daily, a small amount of prescribed oint- 
ment was sparingly applied and _ thor- 
oughly but gently rubbed into the af- 
fected area. No additional therapy was 
employed. 

Objective evaluation of the efficacy of 
each. preparation rested with the attend- 
ing physician whose judgment was gov- 
erned by the physical appearance of the 
affected area. The subjective evaluation 
of each patient, based on the intensity 
Al- 


though both of these means of appraisal 


of the pruritus, was also enlisted. 


may give rise to error, in general they 
may be considered a fair guide to the 
value of the medication tested. 
Results Of Therapy All of the pa- 
tients treated with hydrocortisone al- 
cohol benefitted from medication. 
Within two days, the severity of the 
pruritus decreased and in six to ten days, 
actual physical improvement was noted. 
After four weeks, this improvement: be- 
came marked. Five of the eight» pa- 
tients showed complete clearing of the 
lesions within fifteen to. sixty ~ days. 
Vestiges of the lesions and some pru- 
ritus remained in two cases: but were 
readily controlled by occasional appli- 


One. of the 


cases where skin changes were not seen 


cation of the. ointment. 
on: first examination, was not helped by 
the preparation and was dropped from 
the series after two weeks. 

0.1% FLupRocoRTISONE. All of: the 
patients in this group were benefitted by 
medication. Pruritus decreased in se- 
verity within a somewhat shorter period 
of time than with hydrocortisone: alco- 


hol 


more rapidly. 


and lesions regressed somewhat 
Within fifteen to forty- 





five days, five patients were completely 
cleared of overt manifestations and only 
minimal physical signs were observed 
in the other two cases. 

CoMBINED CRUDE CoaL- TaR AND 
CHLORHYDROXYQUINOLINE All 
showed some physical improvement and 
some lessening of pruritus. This im- 


Cases 


provement was ‘extremely slow so that 
only one patient was free from lesions 
and itch at the end of sixty days. Other 
patients showed varying levels of im- 
provement. 

CoMBINED CRUDE Coat Tar, ‘CHLOR- 
HYDROXYQUINOLINE AND FLUDROCORTI- 
SONE Severity of pruritus decreased in 
all cases twenty-four -to “forty-eight 
hours after the initial ‘day of therapy. 
Onset of physical improvement ‘was ob- 
served ‘after three days. . Within one 
week some 25 to 50% was’ noted and 
pruritus was reduced to a minor discom- 
fort.» Lesions completely cleared in a 
period of two months in all but two 
One of these patients had 
showed no apparent skin. changes on 


cases. 
examination. Some improvement in in- 
tensity of itching occurred and the case 
was dropped from the series after one 
of treatment. A 
marked by considerable maceration’ and 


month sécond’ case, 
oozing, failed to respond. The’ presence 
of Candida albicans was: established, 
appropriate antifungal therapy Ampho- 
tericin B ointment. applied, and the ooz- 
ing ceased. The combined ointment was 
applied once more, this time with suc- 
cessful. results. Recurrence of: symp- 
toms>6ccurred.‘in one casé'‘three weeks 
after therapy had been discontinued. 
Re-institution of medication produced a 
regression of lesions within: six: days. 
A. Rationale ' for .. Three-Way 
Medication Crude coal--tar'‘is' classic 
medication for a variety’ of dermatologi- 
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cal conditions, including anogenital pru- 
ritus and dermatoses with an eczema 


component. The combination of anti- 


pruritic, anti-eczematic and exfoliative : 


properties may speed steroid action by 
aiding penetration of affected regions. 
The antibacterial and antifungal prop- 
erties of chlorhydroxyquinoline combat 
secondary infection of perianal lesions. 
The anti-inflammatory and antipruritic 
action of fludrocortisone is probably re- 
ferable to: inhibition of cellular reaction 
to primary irritants and to the products 
of inflammation. The broad spectrum 
of activity offered by the three active 
enhances the potential 
prompt and more complete therapeutic 
success. 

Discussion As might be anticipated, 
the corticosteroid preparations were in 
themselves highly effective in the treat- 
ment of anogenital pruritus. The fluoro 


agents for 


compound proved superior to hydro- 
cortisone because slightly better control 
of symptomatology was apparent and 
because fludrocortisone could be used 
at 1/25 the concentration of. the older 
steroid. Both steroids used alone were 
not considered optimal therapy, how- 
The addition of crude coal tar 
and chlorhydroxyquinoline to the flu- 


ever. 


oro Compound markedly increased the 
efficiency of the hormone and produced 
far better results than observed with 
fludrocortisone alone. 


Although it has been found that topi- 


cally applied steroids are absorbed and 
can cause unwanted effects, no unto- 
ward reactions were observed in this 
series of patients with any of the prepa- 
rations employed. Perhaps a closer 
survey of the patients would have dis- 
closed such changes as weight increase, 
sodium retention or modification of the 
number of circulating eosinophilis. 
Such studies. will be carried out in the 
future. During this evaluation, one case 
of contact dermatitis developed. - Pri- 
mary irritation tests demonstrated that 
the coal tar-chlorhydroxyquinoline com- 
ponents were responsible while a nega- 
tive result was obtained with fludrocor- 
tisone. “ No other evidence of sensitivity 
was encountered during this study. 

It is interesting that those cases where 
initial examination failed to disclose 
visible skin changes derived no benefit 
from either of the steroid ‘preparations. 
Other investigators have also reported 
this observation. 

While there is evidence that steroids, 
except in acute self-limited disease. have 
been adequate only as control measures 
they can be of lasting value in the treat- 
ment Gf anogenital pruritus. Since sys- 
temic, side effects are minimal follow- 
ing topical use, there is no reason why 
steroids in combination with coal tar 
and chlorhydroxyquinoline cannot be 
used intensively over a short initial pe- 
riod and sparingly over a prolonged pe- 
riod to control the disorder. 


Summary 


A combination of crude coal tar. 
and _ fludro- 
cortisone has been appraised in the 
treatment of anogenital pruritus and 
has been found superior to other local 


Both ob- 


chlorhydroxyquinoline 


therapeutic medication. 
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jective physical findings by the at- 
and 


evaluation by the patients indicated 


tending physician subjective 
marked benefits evidenced as regres- 
sion of lesions and reduction of the 
severity of pruritus. No untoward re- 
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actions were encountered during this 


study. Specific and nonspecific eti- 


ologic factors are discussed as well as 
medication in current favor. 
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Resumen 


Se hizo la prueba terapéutica de 
una mezcla de clorohidroxiquinolei- 
na, alquitran de hulla y fluorohidro- 
cortisona, para tratar el prurito ano- 
genital y se le ha encontrado superior 
a otros medicamentos de uso local. 
Tanto los hallazgos fisicos encontra- 
dos por el médico tratante como la 


evolucién subjetiva del enfermo indi- 
caron marcado beneficio y regresién 
de las lesiones y reduccién de la seve- 
ridad del prurito. Durante éste 
estudio no hubo reacciones perjudi- 
ciales. Se discuten los factores espe- 
cificos y no especificos asi como los 
medicamentos de uso comin. 
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The Role of the 


Proctologist in Nutrition 


ALFRED J. CANTOR, M.D. 


N utrition is the proper con- 
cern of every field of medicine. Dis- 
turbances in nutrition form a basic sub- 
strate in all disease. Thus, whether the 
problem is medical, surgical or a com- 
bination of both, a careful study of nu- 
trition is essential both in the diagnosis 
and in the therapeutic management of 
every patient. 

It will be understood readily that 
proper attention to diet is essential in 
proctologic medical problems such as 
constipation, diarrhea, ulcerative colitis, 
mucus colitis, and other intestinal in- 
fections and malabsorption problems. 
The role of nutrition in pre-operative 
and post-operative care, to ensure proper 
electrolyte balance and the very best 
convalescence and wound healing, is 
also well known. 

However, the study of the feces as a 
basis for a better understanding of the 
individual patient’s nutrition, is not so 
well known. Indeed, there are very few 
proctologists (and probably not too 
many gastroenterologists) who provide 
routine stool study for their patients. 

Even those physicians who treat the 
basic nutritional problem of obesity 
have overlooked the fundamental im- 
portance of careful stool study. Al- 
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though it is well understood that the 
nutritional component is of extreme im- 
portance in the overweight patient (as 
it is in practically every “disease”), the 
element of intestinal absorption is 
usually overlooked. 

It may seem a curious paradox, but 
just as the proctologist must be a 
skilled psychomaticist if he is to treat 
the emotionally based disturbances of the 
colon, so the proctologist appears to be 
best qualified for the management of the 
obese patient. Naturally, this presup- 
poses an interest in and the study of 
psychosomatic medicine, and a careful 
evaluation of stool studies in the man- 
agement of the overweight patient. 

The Normal Stool It must be un- 
derstood that the feces consist not ‘only 
of undigested remnants of food (and 
indigestible foods), but also intestinal 
wall secretions, and very large quanti- 
ties of bacteria. Indeed, it has been esti- 
mated that normally approximately 126 
billion bacteria are passed in the stool 
every day. Strassburger states that the 
feces are approximately one-third bac- 
teria. Of course, in abnormal states this 
percentage may be tremendously: in- 
creased. 

The usual weight of the stool is 100 to 
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200 grams daily. This will vary, of 
course, with the amount of food in- 
gested and the type of food. Some fac- 
tors that are often overlooked in the 
determination of the amount as well 
as the character of the feces include 
the following: 

The rate of intestinal absorption. 

Individual digestive capacity. 

The t, pe and amount of digestive en- 
zymes, acids, etc. 

The amount and type of bile storage 
and excretion. 

The character and amount of pan- 
creatic fluids. 

The amount and type of mucus se- 
cretion in the stomach, the small bowel 
and in the colon. 

The amount of the bacterial content 
throughout the intestinal tract, espe- 
cially in the colon. 

Obviously if the diet is chiefly pro- 
tein, such as meat, fish, the whites of 
eggs, etc., the quantity of stool will be 
less. On the other hand, a diet of carbo- 
hydrates and vegetables results in a 
greater weight of feces. 

Test Meal Study If it is desired to 
test nitrogen and other stool elements, 
the Schmidt test meal may be employed: 

One liter of milk, 109 grams of Zwei- 
back, 2 eggs, 50 grams butter, 125 grams 
beef, 190 grams potato. 1 gram oatmeal, 
‘sodium chloride 2 to 3 grams. This con- 
tains 192 grams albumin, 3 grams fat 
and J91 esrams carbohvdrates, repre- 
‘senting 2.234 calories. The material may 
be divided as follows: 
~ Breekfast—0.5 liter milk. 59 grams 
Zweibeck, 0.5 liter oatmeal. Gruel mode 
of 4% arams meal, 10 grams butter. 209 
390 grams wet-r, end one 
salt to make it 


gravs milk, 

egg. -rd enough 

palatahla, 
Luncheon—125 grams chopped beef 
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(Hamburg steak) with 200 grams but- 
ter, lightly baked so that it is practically 
raw, plus 250 grams potato soup made 
of 190 grams mashed potato, 10 grams 
butter, and salt. 

Afiernoon Luncheon—0.5 gram milk, 
60 grams Zweiback. 

Evening Meal—0.5 gram of morning 
oatmeal, gruel, with the same amount of 
butter, milk, water, and egg and salt. 

The patient must remain on this diet. 
with no other food, for at least three 
days. 

At the beginning of the diet, at the 
point of transition from the normal type 
of food to the test meal, carmine in an 
0.3. gram capsule is swallowed. A 
carmine capsule is also taken at the 
end of the test meal. Thus, two dark 
red zones will mark the beginning and 
end of the study stool. Another marked 
medication would be powdered char- 
coal, 0.2 grams in a gelatine capsule at 
the beginning and end of the observa- 
tion period to produce two black zones. 


Stoo! Examination The microscopic 
examination is for color, form, odor, 
undigested food particles, mucus, for- 
eign material, etc. 

We are particularly interested here 
in the tvpes of undigested food particles. 
The Schmidt test diet:stool may show 
revnants of connective tissue, repre- 
senting inadequate gastric digestion. If 
connective tissue is found together with 
muscle fibers, the digestive problem is 
both gastric and small intestinal. Muscle 
fibers alone, without connective tissue, 
usuelly result from inadequate pancre- 
atic iuice secretion. 

Row vegetables are often readily iden- 
tifiel in the normal stool. Kernels of 
corn. for example, are practically in- 
digestible. Even string beans, rhubarb. 
asparaens, peas or lentils may be seen 
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in a normal stool. The same may be 
said for fruits and nuts. 

One of the common offenders in the 
production of proctitis is popcorn, so 
popular these days in motion picture 
theatres. However, with a test diet we 
do not expect to see cooked vegetables 
normally in the stool. 

Careful microscopic studies must he 
used to determine the true nature of 
food particles. There is little residue to 
be seen from carbohydrates or starch 
foods. Excess quantities of fat, how- 
ever, are often readily recognizable. 

The way in which the food is pre- 
pared, and the amount of mastication, 
will be factors in the end product. Boil- 
ing and stewing of meat fibers usually 
produce more digestible foods. Insuffi- 
cient time devoted to eating, with the 
swallowing of partially chewed or un- 
chewed particles—so common in our 
modern lunch-counter civilization, — 
places an undue burden upon the stom- 
ach and intestinal tract. Large amounts 
of undigested connective tissue will then 
often be found in the stool. Incidentally, 
the same type of stool is seen in achylia 
gastrica. 

Deficient bile secretion, or inadequate 
pancreatic secretion, may result in a 
fatty stool. Gradwohl states that “defi- 
ciency in the resorption powers of the 
gastrointestinal tract is also responsible 
for food remnants in stools”. 

Excessive resorption of water in the 
colon, or inadequate intake of water, 
will reflect itself in hard stools. The 
stools may be small in bulk, or large 
and drv depending upon the frequency 
of evacuation. 

Blood is not readily identifiable un- 
less the quantity is large, or a “char- 
coal” stool results from bleeding at a 
higher level. However, chemical tests 
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will easily identify blood in the stool. 
Naturally, it will be of little significance 
if a chemical test is positive, when the 
patient has not been on a meat free diet 
for several days before testing. 

The odor of stools indicates the na- 
ture of the putrefactive processes in the 
colon. Indol and Skatol, resulting from 
the action of bacteria upon protein, will 
give a particularly unpleasant odor. The 
patient on a high protein diet must ex- 
pect more putrefaction, and therefore 
more odor. Conversely, a vegetarian diet 
will produce little odor. 

The color of the stool depends upon 
the type of food ingested, and _ the 
amount of bilirubin in the bile. 

Large quantities of mucus may be 
visible. If so, the mucus may be evi- 
dence of an inflammatory process or of 
the hypersecretion of so-called “mucus 
colitis”. Such mucus originates in the 
colon. Whenever mucus is found in 
quantity, careful microscopic study of 
pus and blood is indicated. 

I will not describe the method of 
preparation of the stool specimen for 
gross or microscopic study. Any good 
clinical laboratory textbook will de- 
scribe these technics. It must be remem- 
bered that only a small amount of feces 
is required for the usual routine study. 
However, larger quantities will be 
needed if a complete chemical analysis 
is indicated for a metabolic study. 

Intestinal parasites are very com- 
monly found on microscopy. We should 
also search carefully for pus masses, 
always indicative of an inflammatory. 
usually infectious process. 

Red blood cells will not be visible 
unless the stool is very recently passed, 
and most especially if the blood is from 
the region just above the pectinate line. 

I have found no particular signifi- 
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cance in stool crystal study with the 
exception perhaps of calcium oxalate 
crystals. If the patient has taken only 
small quantities of vegetables, and large 
quantities of calcium oxalate crystals 
are found, it would indicate a delay in 
cellulose disintegration. 

However, excessive acid secretion in 
the stomach dissolves these crystals re- 
gardless of the quantity of vegetables 
taken. A study of the urine may then 
show typical calcium oxalate crystals in 
quantity. 

Microscopic stool study to identify the 
exact nature of undigested food is often 
required. It is very easy to mistake 
various types of gross food remnants 
without checking with the microscope. 

Necrotic mucus membrane, and even 
occasional tumor tissue remnants, may 
be found on microscopic study. 

Microchemical tests may be performed 
for connective tissue, fat, starch, meat 
fibers, and cellulose. Again, the exact 
technics of the tests will be found in a 
clinical laboratory manual. 

If large amounts of meat fibers are 
found in the stool after a test meal, 
there is usually inadequate small in- 
testinal secretion and digestion. The 
problem is chiefly with the pancreatic 





juices, although rapid peristalsis (a 
motor problem), or improper resorp- 
tion, may be factors. Some small intes- 
tinal activity is obviously disturbed 
when there are excessive meat fibers in 
the stool under test conditions. 

The microscopic appearance of mucus 
should always be noted. If it comes 
from the upper levels of the colon, the 
mucus will usually be well mixed with 
the stool, and the particles will be 
smaller. Gentle washing of the stool with 
water will disclose small particles of 
mucus, but in my experience only macro- 
scopic mucus is of particular signifi- 
cance. 

Foreign bodies such as gall stones, 
may be discovered by gross examination 
of the stool. I have never seen pancreatic 
stones although they have been de- 
scribed. Kernels of nuts and fruits, egg 
shells, splinters of wood, and other for- 
eign substances may be found in the 
stool. These may become surrounded 
with layers of fecal material to form 
enteroliths. Similar enteroliths may form 
around a central nucleus of medication 
such as bismuth or lime salts. 

When marked abnormalities are 
found, especially after test diet studies, 
blood chemistry, etc., may be indicated. 


Summary 


Disturbances in nutrition form a 
basic substrate in all disease. The 
study of the feces offers an additional 
laboratory approach to a better un- 
derstanding of the individual patient’s 
nutrition. Thus, the proctologist is in 
a strategic position in the manage- 
ment of nutritional problems related 
to constipation, diarrhea, ulcerative 
colitis, mucus colitis, pre- and post- 
operative care, and the malabsorption 
problems. 


Inasmuch as the _ well-informed 
proctologist should be a_ psychoso- 
maticist, and insofar as obesity is a 
psychosomatic as well as a nutritional 
problem, it would appear that the 
proctologist is particularly well quali- 
fied for the management of the obese 
patient. 

The element of intestinal absorp- 
tion, as reflected in the stool study, 
should not be overlooked in any 
phase of medical practice. A proper 
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study of the stool will often reflect the 
patient’s rate of intestinal absorption, 
his digestive capacity, the type and 
amount of digestive enzymes and 
acids, the amount and character of 
bile secretion and excretion, the char- 
acter and amount of pancreatic fluids, 
the variations in mucus secretion, and 
the amount and nature of intestinal 
bacterial content, as well as the gen- 
eral nature of the patient’s diet. 

In this paper I have presented only 
one minor phase of the role of the 
proctologist in the study of nutrition. 
The stool examination is of basic 


significance in the study of nutrition. 
The proper practice of proctology 
requires a full understanding of all 
phases of nutrition, and this—in turn 
—broadens the scope of proctology 
to include the medical aspects of in- 
testinal disease. Thus, the role of the 
proctologist is fundamental in all 
nutritional problems. This includes 
constipation, diarrhea, ulcerative 
colitis, mucus colitis, other intestinal 
infections, malabsorption problems 
and obesity. 


147-41 Sanford Avenue 


Resumen 


Los trastornos en la _ nutricién 
forman un substrato bdsico en todo 
padecimiento. El estudio de las heces 
nos ofrece un arma mds del labora- 
torio para obtener una mejor com- 
prension de la nutricién del paciente. 
Asi, el proctélogo se encuentra en una 
posicion estratégica para el manejo 
de los problemas nutricionales rela- 
cionados con la constipacién, diarrea, 
colitis ulcerosa, colitis mucosa, aten- 
cién pre y post-operatoria y proble- 
mas de absorcion deficiente. Tomando 
en cuenta que el proctélogo bien 
informado debe ser un experto en 
imedicina psicosomatica, y que la 
obesidad es un padecimiento tanto 
psicosomatico como de la nutricion, 
se ve que el proctélogo esta particu- 
larmente bien preparado para el 
manejo del enfermo obeso. 

El estudio de la absorcion intesti- 
nal, como se refleja en el estudio del 
excremento, no debe ser olvidado en 
ninguna fase de la practica médica. 
Un estudio adecuado del excremento 
indicard con frecuencia la cifra de 
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absorcién intestinal en el enfermo, 
su capacidad digestiva, el tipo y 
cantidad de encimas digestivas y 
dcidos, la cantidad y caracteres de la 
excrecion y secrecién biliar, y la 
cantidad y naturaleza del contenido 
bacteriano como la 
naturaleza general de la dieta del 
enfermo. 


intestinal, asi 


En éste trabajo he presentado uni- 
camente una pequefia fase del papel 
del proctélogo en el estudio de la 
nutricién. El examen del excremento 
es de significacién basica en el estudio 
de la nutricién. La prdactica correcta 
del proctélogo exige un amplio cono- 
cimiento de todas las fases de la 
nutricién, y ésta a su vez, amplia el 
campo de la proctologia incluyendo 
los aspectos médicos de los padecimi- 
entos intestinales. Asi, el papel del 
proct6logo es fundamental en todos 
los problemas de la nutricién. Esto 
incluye constipacién, diarrea, colitis 
ulcerosa, colitis mucosa, otras infecci- 
ones intestinales, problemas de mala 
absorcién y obesidad. 
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au present day concept of 
endometriosis may be illustrated as the 
presence and growth of endometrium- 
like tissue outside of its normal position 
lining the uterine cavity. It may be 
found internally as an invasive growth 
within the uterine walls, or, it may ex- 
ist externally outside of the uterus on 
such locations as the ovaries, the uter- 
ine ligaments, the peritoneum of the 
cul-de-sac, the bladder, omentum, ileum 
or at even more distant places such as 
the groins, umbilicus, hernial sac, the 
forearm, laparotomy scars, the vulva, 
vagina cervix or even in the lungs. The 
proctologist is interested primarily in 
its position on the sigmoid, the rectum, 


Endometriosis in 


Colo-Proctology 


or within the recto-vaginal septum. In 
these distant and external locations this 
tissue may carry on the same physio- 
logical functions as within the uterus. 
It may cause a periodic swelling and 
discharge of blood wherever the situa- 
tion may be. Thus we see pathology in 
the form of invasion and metastasis but 
benign, however, which makes this sub- 
ject fascinating and interesting. 

In fact, since 1860, when Rokitansky, 
wrote about the disease it has been a 
subject of much argument and research. 
Many theories have been brought forth 


as to its etiology. First of all, internal 
endometriosis may be explained by the 
Mucosal Invasion Theory in which the 
uterine mucosa directly invades the 
myometrium, but this does not explain 
the presence of endometrial tissue out- 
side of the uterus. The Mullerian 
Theory (Cullen 1886) claimed that the 
distant metastasis was due to inclusions 
of Mullerian rests or to aberrant por- 
tions of the Mullerian Ducts. Von- 
Recklinghausen (1896), then explained 
this metastasis by the Wolffian Theory, 
namely, that these distant lesions were 
due to the adult remains of the Wolf- 
fian Tubules. He noted that the growths 
of endometrial-like tissue were fre- 
quently found in the posterior wall of 
the uterus and near the isthmic portion 
of the Fallopian Tubes in these areas 
where the remains of the Fallopian 
Tubes were most frequently found. 
Then came the theory of Serosal Meta- 
plasia. This maintains that the 
lesions of endometriosis come 
from the metaplasia and subse- 
quent growth of the endothelial 
cells of the peritoneum. It has 
been proven that the peritoneum 
or the germinal epithelium of 
the ovary when inflamed or dis- 
turbed by hormonal stimulation, can 
change the character of their latent cells 
so much as to develop an entirely dif- 
ferent form and appearance. Such men 
as Ivanoff, Meyer, Novak, and Pick 
were among the first to describe in 
this manner the chocolate cyst of the 
ovary. 

The theory most acceptable today is 
that of Sampson’s, who in 1922, after 
much research, brought forth the Trans- 
tubal Implanation Theory. As the name 
indicates the endometrium or tubal mu- 
cosa may become implanted elsewhere 
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in a retro-grade fashion either at mens- 
truation due to some internal uterine 
pathology such as fibroids or due to 
gynecological manipulation either at 
surgery or at pelvic examination. He 
also found endometrial tissue extending 
within the lymphatic system and blood 
vessels. 

Of late Meigs admits the truth of re- 
flux endometrium through the tubes but 
prefers that of Serosal Metaplasia. He 
also states that late marriage and con- 
traception are etiological factors in the 
production of endometriosis. Long 
postponement of conception allows a 
long menstrual life which results in the 
long stimulation of the non-used ce- 
lomic cells by the various hormones. 
Stimulation of these cells causes them 
to take on Mullerian or uterine charac- 
teristics and thus might be a factor in 
the formation of endometriosis. 

Pathology [Internal endometriosis 
which is confined to the uterus causes 
a diffuse hypertrophy and superficially 
resembles a fibroid but is distinguished 
by the lack of a capsule. This is usually 
termed adenomyosis. 

In external endometriosis the gross 
lesions are partly due to irritation of 
the invaded tissues by the misplaced 
endometrium and partly due to the ac- 
cumulation of menstrual blood and 
mucous. It is usually first seen by small 
bluish-black vesicles scattered about 
the serous surface of the female pelvis. 
They may cause adhesions of adjacent 
structures and may penetrate more 
deeply to produce the hypertrophic 
and cystic lesions of endometriosis. 
The ovary is usually the first organ in- 
volved and may act as a host or incu- 
bator. A real invasion of healthy tissue 
may ensue with resultant dense adhe- 
sions, and lines of cleavage are hard to 
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find and at times impossible. A frequent 
site of endometriosis is the posterior 
cul-de-sac and also the recto-vaginal 
septum where the implants cause a fu- 
sion of the anterior wall of the rectum 
with the posterior wall of the cervix. 
Cullen classes these into three groups, 
first: those lying free in the septum; 
second, those lying adherent to the pos- 
terior wall of the cervix and the anterior 
wall of the rectum often fusing the 
two; and three, a dense mass of cervix, 
rectum and broad ligaments. 

Microscopically we see gland ducts 
extending beneath the mucosa into the 
muscular layer. The glands are lined 
with a single layer of typical endo- 
metrial epithelium. Outside of the 
gland is a thin zone of endometrial 
stroma, and various amounts of fibrous 
tissues are noted between the smooth 
muscle fibers. Usually the mucosa is un- 
changed though scattered areas of atro- 
phy are noted. 

Endometriosis of the rectum may oc- 
cur as solid nodules, dark or ecchymo- 
tic. These nodules may infiltrate and 
pucker adjacent tissue and may cause 
thickening with proliferation of the 
smooth muscles of the bowel wall suf- 
ficiently at times to cause partial or 
complete obstruction. The mucosa is 
intact however. Sigmoidal endometri- 
osis may be seen as chocolate cysts ad- 
herent to its surface and when removed 
reveal areas of puckering. There may 
be stricture of the sigmoid which is 
usually incomplete in its circumference. 
It is angular and hard with much puck- 
ering, but the mucosa is also normal. 
At times these endometriomas might 
present the appearance of a carcinoma 
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and pathological examination would be 
necessary to make a diagnosis. Malig- 
nancy and endometriosis may co-exist. 

Sampson observed malignant tumors 
of the ovary and the peritoneum which 
have originated in benign endometrial 
tissue. At times the pathologist must dis- 
tinguish from gonorrhea, post-abortal 
or puerperal infections or tuberculous 
salpingitis as well as carcinoma. Fibroids 
are associated with endometriosis in 
thirty percent of the cases, a fact which 
may be accepted readily as hyper-es- 
trinism is a possible etiological factor 
in both conditions, and fibroids favor 
retro-grade menstruation. Endometri- 
osis progresses during menstrual life 
unless the ectopic endometrium dies or 
becomes unresponsive to ovarian stim- 
ulation. It then retrogresses after the 
menopause or during pregnancy but 
this is not likely if the pathology is se- 
vere or if there be associated dysfunc- 
tion. 

Symptoms Symptoms are not al- 
ways constant. In a female between 
puberty and the menopause such symp- 
toms as increasing or secondary dys- 
menorrhea, sterility, dyspareunia, pelvic 
or lower abdominal pain or backaches 
with a soreness on exertion especially 
at or near the menses, menorrhagia, 
rectal discharge of blood at menstrua- 
tion, should lead one to suspect endo- 
metriosis. There may be pain of a bear- 
ing down type with a desire to defe- 
cate beginning at period time and abat- 
ing somewhat after the onset of the 
menses. In many cases a dull aching 
pain is present after the flow ceases. 
As the disease progresses the pain be- 
comes constant. However, in twenty- 
five percent of the cases there may not 
be any pain. With constipation and 
lower left quadrant pain the sigmoid 


should be suspected. This is usually sec- 
ondary to endometriosis of the recto- 
vaginal septum. Gross blood in the 
stools with absence of other ano-rectal 
pathology is rare, but if present at 
menstruation is significant. 

Diagnosis Diagnosis is based on his- 
tory, digital examination, procto-sig- 
moidoscopy and the x-ray. Many times 
a diagnosis of endometriosis is not al- 
ways made pre-operatively due to the 
many associated lesions of the uterus 
and ovary. 

On pelvic examination a_ nodular, 
tender infiltration in the posterior 
vaginal fornix, in the cul-de-sac, on the 
utero-sacral ligaments, or, on the pos- 
terior surface of a_ retro-displaced 
uterus is found. The tenderness is more 
severe than of the inflammatory type, 
especially if the condition be found near 
the menses. The cervix may be fixed 
posteriorly. At times a search should be 
made for an enlarged ovary or adhe- 
sions or an adherent ovarian cyst. 

Procto-sigmoidoscopy reveals an ex- 
tra-rectal mass or nodules which are 
tender, with fixation or thickening of 
the anterior rectal wall. The mass may 
have irregular borders. The rectal mu- 
cosa is intact. The nodules may be con- 
fused with small fibroids in the poste- 
rior wall of a retroverted uterus. Vagi- 
nally purplish masses may be seen. If 
the diagnosis is uncertain a biopsy from 
within the bowel may be taken. 

X-rays may help in the pre-operative 
diagnosis. They may disclose a long, 
inconstant filling defect, with sharp, ir- 
regular borders and an intact mucosa. 

However, in spite of all the above 
findings the situation may not be en- 
countered until the abdomen is opened 
and the surgeon is faced with a prob- 
lem. 
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Treatment Treatment is either by 
surgery or by irradiation. The proper 
course depends upon the age of the pa- 
tient, the extent and location of the 
lesions, and the desire or not to pre- 
serve ovarian function. Each case is in- 
dividual and no definite rules can be 
made. The purpose of treatment is to 
obliterate ovarian hormones in order 
to bring about a regression of endo- 
metrial tissue wherever it may be found. 
Age and a desire for future pregnancies 
may be a strong factor in deciding upon 
the procedure. Pregnancy and normal 
deliveries have occurred following con- 
servative treatments. In patients under 
40 years of age the pathology is re- 
moved, but every effort should be made 
to preserve at least a part of an ovary. 
In patients over 40 years of age more 
radical surgery such as hysterectomy 
and bilateral oophorectomy may be al- 
lowed. Irradiation may be given to care- 
fully selected patients, namely, the poor 
risk, in the middle-aged, or near the 
menopause, or those with symptomatic 
recurrances following conservative surg- 
ery. For pain pre-sacral neuectomy 
has aided in the hands of some surg- 
eons. 

Total hysterectomy and _ bilateral 
oophorectomy has given cures in endo- 
metriosis of the rectum, recto-vaginal 
septum or in cases of a frozen pelvis 
involving the rectal wall and other pel- 
vic structures. Temporary colostomy if 
necessary may be also done. Formerly, 
when pathology was found in the above 
situations, the areas were excised in 
toto with consequent high mortality or 
other sequalae such as recto-vaginal fis- 
tulae. Surgery in endometriosis en- 
counters very dense adhesions more so 
than in inflammatory or post-operative 
types. 
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“tomatic. 


If at surgery, and the patient be a 
young person, and one finds the pelvis 
studded with many superficial lesions 
on the serosal surface, these may be 
treated locally with fulguration, espe- 
cially if the patient has been asymp- 
Thus ovarian tissue is pre- 
served. Endometriomata on the poste- 
rior surface of an adherent and retro- 
verted uterus should be fulgurated, the 
adhesions dissected away and a suspen- 
sion performed. 

In rare cases endometriosis of the 
sigmoid may be large enough to ob- 
struct. If the obstruction be complete 
a three stage procedure could be done, 
first: proximal colostomy; second: seg- 
mental resection with end to end anas- 
tomosis; and three: closure of stoma. 
At times a two stage procedure might 
be done; first: exteriorization and re- 
moval of the involved loop (obstructive 
resection) and; closure of the 
colostomy opening. 

In cases of partial obstruction, if the 
patient is over 40 years of age, then 
bilateral oophorectomy is indicated. If 
the patient is younger than 40 a seg- 
mental resection with primary end to 
end anastomosis or a Mikulicz type of 
resection of the bowel could be done 
with preservation of ovarian tissue. 
This especially if the bowel was not 
prepared. If the bowel has been pre- 
pared a segmental resection with prim- 
ary anastomosis may be done. 

Finally, a plea is made for preventive 
treatment to decrease the incidence of 
endometriosis, Treating such conditions 
as subinvolution or retro-displacement 
of the uterus, or fibroids, and avoiding 
manual manipulation or curettage of 
the uterus at or near the menses might 
avoid future endometriosis. 
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Review of the Literature 


with Report of Three Cases. 


JEROME J. WEINER, M.D. 
New York, New York 


a carcinomas are 
classified by Uihlein and McDonald as: 
a) carcinoids, b) cystic or malignant 
mucocele, c) colonic type of carcinoma. 

Approximately 90% of primary ma- 
lignancies of the appendix are car- 
cinoids; the other 10% are malignant 
mucoceles, colonic carcinomas and 
lymphosarcomata. Very few cases of 
the colonic type or of the lymphosar- 
comata have been recorded in the lit- 


Primary Carcinoma 


of the Appendix 


erature. They comprise less than 1% 
of the malignancies of the appendix. 

Carcinoids are argentaffin tumors 
which arise from the glandular cells of 
Kultschitsky in the bases of the crypts 
of Lieberkiihn, and are usually detected 
in the distal portion of the appendix. 
Microscopically the cells are small, hex- 
agonal and grouped in nests and re- 
semble a basal cell carcinoma of the 
skin. They rarely metastasize, and are 
incidental findings in many appendices 
that are removed routinely. 





Malignant mucocele or primary mu- 
cous cystadenocarcinoma is the second 
most common neoplasm of the appen- 
dix. Scimeca and Dockerty noted that 
25% of these tumors perforated and 
produced a jelly belly. The malignant 
cells are implanted on the peritoneum 
and the adjacent organs and seldom do 
they spread by way of the lymphatics 
or blood stream. Malignant mucoceles 
invade the mucosa and submucosa. The 
submucosa is thrown into papillary 
folds which contain the mucus produc- 
ing cells. These cells may be found ly- 
ing free in the malignant mucocele and 
when rupture ensues, a pseudo myxoma 
peritonali is found at operation. Be- 
nign mucocele on rupturing fails to re- 
veal any papillary epithelium in the 
mucinous material. 

In 1953 LeBrun reviewed 27 cases 
of malignant mucocele and found that 
they were adenocarcinomas without a 
doubt. Hilsabeck reported 
29 cases in a 40-year survey 
of the cases that were op- 
erated upon at the Mayo 
Clinic. Almost without ex- 
ception previous writers on 
the subject of malignant mu- 
cocele stated that this type 
of carcinoma of the appen- 
dix spreads to the regional lymph 
nodes and the liver in a similar fashion, 
as does adenocarcinoma of the colon. 
LeBrun in his analysis of 27 cases 
found one isolated case that spread 
through the lymphatics, and Hilsabeck 
in his 29 cases did not find a single 
case of lymphatic spread. From these 
statistics one can readily see that the 
chief mode of spread of malignant 
mucocele is by intraperitoneal spillage 
and the seeding of the malignant cells 
on the peritoneum and the abdominal 
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organs producing a pseudo myxoma 
peritonaei. 

Colonic carcinomas of the appendix 
originate in polypi and usually the tip 


of the polyp is involved. When this 
lesion breaks down and ulcerates it in- 
vades the caecum and then extends to 
the lymph node. Oftimes it is difficult 
to determine whether the lesion was 
primary in the appendix or the caecum. 

Rarest of all appendicial 
nancies are the lymphosarcomas. 

I am herewith presenting three cases 
of primary malignancies of the appen- 
dix. Each falls into the three cate- 
gories as classified by Uihein and Mc- 
Donald. 

Case I: Carcinoid tumor at the base 
of the appendix producing a mucocele. 

Case II: A perforated malignant mu- 
cocele with a “jelly belly.” 

Case III: Papillary adenocarcinoma 
at the base of the appendix with in- 


malig- 


vasion of the caecal wall. Case I and 
II occurred in females, ages 25 
and 59, while Case III was in 


a 15 year old male. In Case I the car- 
cinoid invaded all of the coats of the 
appendix and it was situated at the base, 
obstructed the lumen of the appendix 
and produced a mucocele. In Case II 
the malignant mucecele was the size of 
an orange, crenated, covered with mucin 
and perforated at the tip. 
implants were seen in the pelvis cov- 
ering the uterus, tubes and ileum. The 
omentum was covered with a_ thick 
exudate. Mesenteric nodes 
and liver were uninvolved. Case III 
was a papillary adenocarcinoma at the 
base of the appendix invading the 
caecal wall and initiated an appendiceal 
caecal colonic intussusception. The re- 
gional nodes were not invaded. Liver 


Mucinous 


fibrinous 


was free of metastases. 


(Vol. 9, No. 5) OCTOBER, 1958 





Report of Case 1. A. C., a female, 
white, single, 25 years of age, gave the 
following history: For the past four 
days she experienced pari-umbilical 
pain, which was intermittent in char- 
acter. This was followed by nausea, 


‘vomiting, and the pain localized in the 


right lower quadrant of the abdomen. 
The pain was constant. When the pain 
increased in severity, she was admitted 
to the hospital by her family physician. 
Menstrual history was normal; having 
started at 13 years of age, every 28 
days for three days. No menorrhagia 
or metrorrhagia. Past history was ir- 
relevant. Examination of the abdomen 
revealed evidence of muscle guarding 
in the right lower quadrant of the ab- 
A definite oval mass was pal- 
pated and this was not interpreted as 
omentum wrapped around an inflamed 
appendix. There was deep and rebound 
tenderness and an area of hyperaes- 
thesia over McBurney’s point. Blood 
count was 10,200; WBC. 85% polys. 
Temperature 100.5°, pulse 90. Tenta- 
tive diagnosis was suppurative or gan- 
appendicitis, with omentum 
wrapped about the appendix. 

Through a right rectus muscle split- 
ting incision, the abdomen was entered. 
The caecum was delivered and accom- 
panying it was a mass the size of a 


domen. 


grenous 


lemon. The base was narrowed and the 
mass removed by clamping mesoappen- 
dix and tying it with No. 2 plain and 
base of the appendix was crushed, tied 
and cut with carbolized knife. The 
stump was inverted with No. 00 chromic 
catgut and the caecum dropped back 
into the abdomen and the abdomen 
closed in layers. 

Postoperative course was uneventful. 
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Temperatures ranged between 101° 
and normal. Patient was discharged 
from the hospital on the 10th day. Is 
alive and well 10-year follow-up. Car- 
cinoid tumor of appendix producing 
mucocele. 

Pathological report: Grossly, the 
specimen consisted of an appendix which 
was kinked, tortuous and nodular. It 
measured 12 cm. in length and the dis- 
tal 3/5 was distended and filled with 
thick tenacious mucus. At this site the 
appendix measured 5 x 3 x 3 cm. 
Proximally the diameter varies between 
3 and 4mm. At this site the lumen is 
obliterated and the wall is of a uni- 
formly yellowish color. Microscopically 
the histological picture is that of a 
spheroidal naevus-like cells argentaffin 
cells typical of a carcinoid. 

Comment This case was unusual in 
that it revealed a carcinoid tumor at the 
base of the appendix producing a muco- 
cele. Cases have been reported of carci- 
noids, and of mucoceles, but the litera- 
ture reveals very few case reports on the 
combination of carcinoids associated 
with mucoceles. 

Report of Case 2. R. P., white, fe- 
male, 59 years of age, who stated that 
two days prior to admission to the hos- 
pital she developed diffuse abdominal 
cramp-like pains following which she 
felt nauseated and vomited. After this 
episode she felt somewhat relieved. The 
pains recurred that evening and in- 
creased in intensity. She applied an 
electric heating pad. The following 
day the pains became constant and ra- 
diated down to the lower abdomen. She 
then was advised hospitalization and was 
admitted to the hospital on November 
28, 1955. 

There was tender rebound and mus- 
cle guarding of the right lower quad- 





rant of the abdomen, and _ tenderness 
and rebound in the left lower quadrant. 
Positive psoas sign on the right side 
with area of hyperaesthesia over Mc- 
Burney. Rectal and vaginal examina- 
tions were negative. Temperature was 
102°. Pulse 120. WBC. 14,450, 83% 
Polys, 79 segmented, 4 nonsegmented, 
1 eosinophiles, 2 mono. and 14 lymph- 
ocytes. Urine was Flat 
and upright films of the abdomen re- 
vealed a general haziness suggestive of 
free fluid in the pelvis. No evidence of 
obstruction or air under the diaphragm 
noted. 

Under spinal anesthesia abdomen was 
entered through a lower median in- 
cision. The appendix was pelvically 
placed and about the size of an orange. 
It was hard, indurated, crenated and 
covered with mucinous material. There 
was a perforation at the tip of the ap- 
pendix with free pus and mucinous ma- 
terial in the pelvis covering tubes, 
ovaries and uterus and the pelvic ileum. 
The mesentery was covered by a 
fibrinous exudate and it was intimately 
attached to the serosa of the mesentery. 
The omentum which surrounded the 
mass was also covered with a fibrinous 
exudate and mucin. All the mucinous 
material was removed with suction. 
The appendicial tumor was removed in 
the usual manner and the stump was 


negative. 


not inverted. Two Penrose drains were 
inserted; one to the pelvis and the sec- 
ond to the stump of the appendix. The 
drains were brought out at the lower 
angle of the incision which was closed 
in layers. 

The mass measured 7 cm. long and 
5.5 cm. in the largest diameter. The 
external surface was reddish yellow and 
had papillary appearance. On section 
the lumen was moderately distended, 
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forming a cavity measuring 1.2 cm. in 
diameter. The wall was moderately 
thin, forming one mass of neoplastic 
tissue which was reddish gray and had 
a papillary appearance and also re- 
vealed the presence of multiple small 
accumulations of mucoid material. 


Microscopic examination revealed 
gelatinous adenocarcinoma of the ap- 
pendix. 


The patient had an uneventful recov- 
ery. She left the hospital in 12 days. 
Her highest temperature was 102.4° 
postoperatively the first day, and it 
gradually receded, reaching normal on 
the 5th postoperative day. 

Twelve months follow up showed the 
patient to be well and there was no 
specific complaints. There was no evi- 
dence of recurrence. 

Comment This case presents a ma- 
lignant growth which disseminated car- 
cinomatous particles throughout the 
lower peritoneal cavity involving the 
tubes, ovaries, uterus, pelvic ileum, 
mesentery and omentum. The mate- 
rial in the pelvis was viscid and was 
easily removed from the organs. The 
fibrinous exudate on the mesentery and 
omentum was firm and no further at- 
tempt was made to remove it. The ex- 
act mode of production of this viscid 
material is not certain. One theory ad- 
vanced it that the tumor cells repro- 
duce the gelatinous material when im- 
planted on the peritoneum or the ma- 
terial acts as an irritant and causes the 
peritoneum to reproduce the masses. 
Removal of the primary growth, i.e., the 
appendix, may check the further spread 
of the disease. In this case, the ap- 
pendix was removed and a check-up of 
the patient one year following surgery, 
showed no evidence of recurrence. The 
patient is performing her usual chores 
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and shows no evidence of further ma- 
lignant spread. Three year report from 
family physician. Patient is well and 


healthy. No complaints. Gained 12 
pounds since surgery. 
Report on Case 3. 5S. N., white 


male, 15 years of age, who stated that 
one month ago he developed pains in 
the right lower abdomen. The pain was 
sharp and radiated to his back. There 
was no nausea and he did not vomit. 
The attacks were intermittent, persisted 
for a few minutes and then would cease. 
The pain would recur every few days 
and would persist at times for 24 hours. 
At no time during the attacks of pain 
did he feel nauseated or vomit. His 
bowels were regular and he never no- 
ticed any blood or mucus in the stool. 
His appetite was fair and he had lost 
no weight. There was no dysuria or 
hematuria. A few weeks following the 
original attack he had a recurrence of 
the pain in the right lower abdomen 
which was very intense. His family 
physician advised consultation. 
Physical revealed a 
pale, thin, young adult of 15 years, 
whose growth was stunted and _ his 
physical makeup was that of a ten-year 
old boy. The ears, nose and throat 
were negative. Flat chest. Heart 
sounds normal. The lungs were clear. 
Abdomen was soft, not distended, and 
no visible peristalsis noted. No tumor 
masses were palpable. There was some 
tenderness over McBurney’s point and 
there were evidences of crepitation of 
dilation of the caecum. There was no 
muscle guarding, no rebound, and 
negative psoas sign. Rectal examina- 
tion was negative. In view of the neg- 
ative findings, except for the tender- 
ness in the appendicial region, it was 
deemed advisable that the patient have 


examination 
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Figure |. Carcinoid Tumor at the base 
of the appendix producing a mucocele. 


a complete gastro-intestinal series. The 
G.I. series revealed normal filling of 
the stomach, no defects in the fundic 
or pyloric portions or along the curva- 
tures. The duodenal bulb outlined nor- 
mally and the stomach emptied com- 
pletely in six hours. In the sixth hour 
film there were evidences of a dilation 
of the terminal ileum. Fig. I. The ap- 
pendix was not visualized in this film. 
In 24 hours a filling defect with ir- 
regular striped formations which were 
ringlike and spiral-shaped were noted 
in the ascending and transverse colon 
at the hepatic flexure. These were off- 
shoots of the barium which filled the 
narrowed spaces between the caecum 
and the ascending colon. These find- 
ings were pathognomic of caeco-colonic 
intussusception. Fig. II. In 48 hours, 
Fig. III, the apex of the intussuscipiens 
is outlined by gas and it has assumed a 
convex contour. Some of the transverse 
striations are still noted between the 
invaginated caecum and the ascending 
colon. The appendix is filled with 
barium and the caecal wall encircles 
the invaginated portion of the appen- 
dix. Proximal to the lower caecal wall, 





barium can be seen incorporated in the 
papillary tumor of the appendix. In 
view of the findings, a preoperative 
diagnosis of appendiceal caeco-colonic 
intussusception was entertained and the 
patient was admitted to the hospital for 
surgery. 

Through a right rectus muscle-split- 
ting incision the peritoneal cavity was 
entered. The adherent omentum was 
separated from the ascending colon and 
caecum and the caecum was brought 
down into the pelvic. The appendix 
was noted lying on the lateral aspect 
of the caecum and it was shaped like 
a sausage. The caliber was the size of 
a thumb. The distal half of the appen- 
dix was outside of the caecal wall. The 
mesoappendix was clamped, cut and 
tied. The peritoneum on the caecum 
was incised about the base of the ap- 
pendix and reflected for a distance of 
two inches. The caecal wall and the in- 
tussuscepted appendix were excised be- 
tween clamps and the caecal wall closed 
in two layers, continuous locked stitch 
+00 chromic for mucosa and muscle. 
Number 000 black silk interrupted su- 
tures for the peritoneum. Caecum was 
anchored to lateral parietal peritoneum 
with interrupted sutures of No. 0900 
black silk. Abdomen closed in layers. 

Postoperative course was uneventful. 
Patient left hospital one week follow- 
ing surgery. 

Follow-up six weeks later: patient 
had barium colon survey and it re- 
vealed the caecum in the pelvis and the 
wall normal in outline. 

No pathology noted in the ascendiny 
transverse or descending colon. 

Check-up examination 114 years fol- 
lowing surgery showed patient to be 
symptom-free, bowels were functioning 
regularly and his appetite was good. 
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Fig. 2. Nests of spheroidal naevus-like invading 
all of the walls of the appendix. (mag. 120x) 


He had grown two inches in height and 
gained ten pounds in weight. No blood 
or mucus ever noted in stools. Three 
year report from family physician. Pa- 
tient is in good physical condition. 
Comment In reconstructing the se- 
quence of events in this case it appears 
from the x-ray findings that the patient 
had a compounded type of intussuscep- 
tion; appendicial caeco-colonic 
variety, which condition was initiated 
by the papillary carcinoma of the ap- 
pendix. At surgery the caeco-colonic 
component reduced after the omentum 
was separated from the colon and cae- 


1.6%, 


ceum but the appendicial caecal intus- 
susception persisted due to the tumor 
which invaded the caecal wall. The ap- 
pendectomy and partial caecectomy were 
performed and after 114 year follow-up 
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Fig. 3. Same as figure two under 
higher magnification. (mag. 150x) 


the patient shows no evidence of recur- 
rence. This case is unusual in that it 
occurred in a 15 year-old male; and 
there are not many cases in the litera- 
ture that cite papillary adenocarcinoma 
of the appendix as a factor in pro- 
ducing a compound type of intussuscep- 
tion. Although the physical findings 
were meager in this case the importance 
of a gastrointestinal series or barium 
colon enema helped in arriving at a 
working diagnosis which warranted ex- 
ploration. 

The roentgen findings as emphasized 
by J. Friman Dahl filling defect in 
the ascending or transverse colon asso- 
ciated with irregular markings which 
are striped-formed, ringlike or spiral- 
shaped is pathognomic of colonic in- 
tussusception. These are offshoots of 
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barium which fill the spaces between 
the intussusceptum and the intussus- 
cipiens. If the barium is ingested the 
apex of the intussuscipiens will assume 
a convex appearance and if a barium 
colon enema is given the apex will as- 
sume a concave outline. 

General Considerations Carcinoid 
tumors of the appendix occur in a ra- 
tio of 10:1 to adenocarcinoma. The 
former are found more irequently in 
the 20 to 30 year age group, the latter 
in the older age groups. The difficulty 
in diagnosis is emphasized by all au- 
thors who have presented cases of ma- 
lignancy of the appendix. Hilsabeck re- 
viewed all cases of primary carcinoma 
of the appendix at the Mayo Clinic from 
January 1910 to December 1949, and 
he collected 29 cases of the malignant 
mucocele and 12 of the colonic type. 
In the 29 cases of malignant mucocele 
no spread to the lymph nodes was noted. 
LeBrun in his analysis of 27 cases of 
primary adenocarcinoma of the appen- 
dix, found but one case where second- 
ary deposits were detected in the lymph 
nodes. Malignant mucoceles rarely 
spread by the lymphatic or blood sys- 
tems. When they rupture they deposit 
implants on the surrounding organs. 
Colonic carcinoma of the appendix 
spreads primarily by continuity to the 
caecum and ileum and the lymph nodes 
become involved when ulcertation en- 
sues. 

Smith and Tannhauser expressed the 
view that the tendency of the carcinoma 
of the appendix to produce inflamma- 
tory changes leads to early detection 





of the lesion, operation and a better 
prognosis. 

From 1950 to 1954, Knepper, Marks 
and Whitaker, Hall, Fleming, McCamp- 
bell and Dickinson reported cases of 
adenocarcinoma of the appendix for 
which they performed right hemicolec- 
tomies and end to side ileo trans- 
verse colostomies. No evidences of 
metastasis to the lymph nodes or liver 
were found in any of their cases. 

Sillery reported two cases of primary 
carcinoma of the appendix in which 
simple appendectomy was performed. 
One patient survived 14 years. Uihlein 
and McDonald had five cases where 
simple appendectomy was _ performed 
and the patients were reported alive 
nine months to ten years after opera- 
Lesnick and Miller had four 
cases who were alive one to ten years 
following surgery. I am reporting three 
cases of primary carcinoma of the ap- 
pendix; and they had all simple ap- 
pendectomies, one a partial caecectomy, 
and they are alive and well 11 years, 
two years, and one year following sur- 
gery. One case was a carcinoid tumor 
producing a mucocele, the second case 
was a papillary adenocarcinoma invad- 
ing the caecal wall and the third case 
was a ruptured malignant mucocele. 
There are no evidences of recurrences in 
any of these cases. The ruptured ma- 
lignant mucocele with pseudo myxoma 
peritonaei was considered rather grave, 
but by removing the major portion of 
the mucinous material the patient made 
an uneventful recovery and is still well 
3 years following surgery. 


tion. 


Summary and Conclusion 


1. Three cases of carcinoma of the 
appendix are presented and each one 


falls into the classification of Uihlein 
and McDonald; i.e. carcinoid, malig- 
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nant mucocele (ruptured) and col- 
onic carcinoma of the appendix. Two 
were in females and one in a male. 

2. LeBrun in his analysis of 27 
cases of carcinoma of the appendix 
concluded that if a neoplasm of the 
appendix is suspected and there are 
no metastases to the regional nodes, 
simple appendectomy should be per- 
formed. If the lesion is invasive ana 
has been removed completely the 
question of right hemicolectomy is 
debatable. Hilsabeck likewise con- 
cludes in his analysis of 29 cases of 
malignant mucocele and 12 of the 
colonic type that the prognosis in 
cases where the malignancy is con- 
fined to the mucosa, is good when 
simple appendectomy is performed. 
In colonic carcinoma where the cae- 
cum was invaded, partial caecectomy 





and appendectomy was performed in 
case 2. Five years follow-up fails to 
reveal any evidence of further in- 
vasion or lymphatic spread. All three 
cases operated upon by me had ap- 
pendectomies performed. To date no 
recurrence has been noted in any of 
these cases. 

Hemicolectomy and ileo transverse 
colostomy should be reserved for 
those cases that have invaded the 
caecum and ileum and there are evi- 
dences of a lymphatic spread. Right 
hemicolectomy should be performed 
in cases which reveal evidences of a 
malignant adenomatous polyp whose 
pedicle is involved. 

3. In the three cases presented 
there were no evidences of lymphatic 
involvement. There also were no evi- 
dences of liver involvement. 
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Resumen y Conclusione 


1. Se presentan tres casos de carci- 
noma del apéndice y cada uno cae 
dentro de la clasificacién de Uihlein 
y McDonald: carcinoide, mucocele 
maligno (roto) y carcinoma colénico 
del apéndice. Dos casos se presentaron 
en mujeres y uno en hombre. 

2. Lebrun en su revisién de 27 
casos de carcinoma del apéndice con- 
cluye que si se sospecha un neoplasma 
del apéndice vy no existen metastasis 
en los ganglios regionales, debe ha- 
cerse una apendicectomia simple. Si 
la lesi6n es invasora y se ha resecado 
por completo, es de discutirse la de- 
cision de hacer una hemicolectomia 
derecha. Hilsabeck también concluye 
en su revision de 29 casos de mucocele 
maligno y doce casos del tipo colénico, 
que la evolucién es buena en los casos 
en que el carcinoma esta confinado a 
la mucosa, si se efectiia una simple 
apendicectomia. En el caso Niim 2 se 


enconiré un carcinoma colénico con 
invasioén del ciego, habiéndose efec- 
tuado apendicectomia y _ reseccién 
parcial del ciego. Una revision efec- 
tuada cinco anos mas tarde no mostré 
ninguna tendencia a recidivar o a 
diseminarse por via linfatica. En los 
tres casos operados por mi se efectuo- 
apendicectomia. En la actualidad no 
existe recurrencia en ninguno de éstos 
casos. La hemicolectomia con ileo- 
debe __reser- 
varse unicamente para aquellos casos 
que demuestren la invasion del ciego 
e ileén terminal asi como la disemi- 
naci6n linfatica. La hemicolectomia 


transverso-anastomosis 


también deberd efectuarse en los 
casos de pélipo adenomatoso maligno 
con invasion del pediculo. 

3. En los tres casos presentados no 
hubo evidencia de invasion linfatica. 
Tampoco hubo evidencia de invasién 
hepatica. 
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Avoiding Colostomy 


in Colon Surgery 


_—_ years ago I was a mem- 
ber of an audience at a surgical meet- 
ing. One of America’s great surgeons 
spoke the 
operation for carcinoma of the pelvic 
structures. At the completion of his talk 


concerning supra-radical 


he showed postoperative slides of some 
of the patients. I still remember, with 
a feeling of horror, one picture of a 
full-length naked figure of a woman in 
her fifties. She had a rubber tube dan- 
gling from each side, attached to a re- 
ceptacle in front of her, which collected 
her urine. In addition, she had a co- 
lostomy. A complete pelvic exenteration 
had been done. Her uterus, its append- 
ages, upper vagina, entire bladder, 
anus, rectum, and lower colon had been 
removed. Fortunately, for the sake of 
anonymity, part of her tragic facial 
features were blotted out. I could not 
applaud the brilliant skill 
which was necessary to attain the end 
product visualized on the screen. I, 
personally, would not have been able to 
sleep well at night, if it had been I who 
had sentenced a human being to such 
misery—that not only must she cope 
with a bowel that had no sphincter but 
also a urinary tract without control. 
Quite possibly many of you have tak- 


surgical 
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en care of patients who have had 
urinary diversion by means of a sub- 
cutaneous ureterostomy or a nephros- 
tomy. The last patient I treated with a 
ureterostomy was a minister whose 
urinary bladder had been removed by 
surgery. He collected his urine by 
means of two whistle-tipped catheters 
which he inserted into the ureteral 
openings in his flanks. At no time could 
he keep himself completely dry. The 
two years that I knew him were years 
marked by intermittent chills, fever, 
pain, blocked tubes, catheters, and gen- 
eral frustration and harassment. His 
surgery having been done in the most 
famous clinic in our country, there 
could be very little criticism of the 
technique performed in his case. Sub- 
sequent repeated visits to the clinic of- 
fered no amelioration of his suffering. 
I cannot believe in any type of surgery 
which substitutes one state of misery for 
another on the pretext that it may 
lengthen the patient’s life. 

Colostomy, the subject which I have 
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chosen for my theme, is a valuable pro- 
cedure in surgery. Under certain con- 
ditions it does save life, and when indi- 
cated, is one of our most useful methods 
and techniques. However, my thesis is 
that it is often performed unnecessarily 
and without strong indications. The 
younger surgeons, particularly those 
who have not had much contact with 
patients outside of the hospital, have 
been taught that a patient can care for 
a colostomy with very little difficulty. 
Influenced by this type of teaching or 
thinking, one will perform a colostomy 
and remove sphincters without realiza- 
tion of the uncomfortable existence he 
is forcing upon an unfortunate individ- 
ual. Furthermore, surgeons who _per- 
form colostomies are not consistent in 
their advice to the patient concerning 
the problems relating to their care. A 
survey of recent literature supports this 
rather dogmatic statement. An_ over- 
abundance of appliances is recom- 
mended for the care of a colostomy. 
One surgeon advocates a plastic cup and 
a disposable plastic bag. Another states 
that a patient should never be started 
on any type of bag. A third favors a 
tight fascial and abdominal stoma so 
that the terminal colon will become a 
reservoir for the hard stool which 
should be removed by irrigations. An- 
other recommends an adequate stoma to 
prevent stenosis plus a training regime 
so that movements will be spontaneous 
at given intervals. Some advise that the 
patierit use only a piece of Kleenex and 
an abdominal belt, and should be cer- 
tain to avoid fish, eggs. raw vegetables 
and other foods. 

From intimate contacts with patients 
who have been unfortunate enough to 
lose their anal sphincters, I am con- 
vinced that it is indeed a rare individual 


who is comfortable with his colostomy. 
The majority avoid unnecessary con- 
tacts with other people and are plagued 
by a nuisance. 

In 1939, Dr. Babcock! began to do 
different types of resections without 
colostomy for carcinoma of the colon. 
Some techniques were more successful 
than others. In a paper presented in 
1947, he stated that he was continuing 
his work in sphincter saving operations 
for many reasons, one of them being, 
that even though the Miles operation 
was a popular procedure of American 
surgeons, the result, however, was not 
popular with patients. They objected to 
the abdominal anus, the persistant 
urinary dysfunction, and the postopera- 
tive impotence. Dr. Babcock, in a per- 
sonal conversation, told me of a Phila- 
delphia school teacher who had to care 
for a colostomy. She was extremely in- 
telligent and careful in her diet; in 
spite of this, however, there were occa- 
sions when, because of lack of sphincter 
control, it was necessary for her to get 
into a tub of water, and even to clean 
the mess out of her hair. When a sur- 
geon learns to know things like this and 
realizes that he is condemning his pa- 
tient to a lifetime of misery and frus- 
tration, he should hesitate before per- 
forming a colostomy, and be sure that 
there is the strongest indication for its 
use. 

Of course, there is no choice but to 
perform an abdomino-perineal resection 
with permanent colostomy for malig- 
nant lesions involving the anus, anal 
canal, and the lower rectum. For lesions 
in the upper rectum, sigmoid, and lower 
descending colon, there are other opera- 
tions which give as long a survival rate 
and have the added advantage of pre- 
serving the patient’s anal continence. 
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1 would not hesitate to perform ab- 
domino-perineal resection with colos- 
tomy for a patient with a malignancy 
in the anal canal, since, with all of its 
drawbacks, it is still preferable to the 
pain, tenesmus, and continual hemor- 
rhage which accompany malignancy in 
the anal canal. 

Last year at a meeting of this Acad- 
emy in New York City, one of the 
speakers showed, on the screen, a lesion 
in the sigmoid and stated that he had 
done an abdomino-perineal resection 
for this lesion. I am certain that many 
surgeons, who follow similar practices, 
believe that they are increasing the pa- 
tient’s longevity. However, it is with 
this type of surgical practice and think- 
ing that I vehemently disagree. Other 
surgeons who have had extensive ex- 
perience with carcinoma of the colon 
have shown for many years that the 
longevity is just as great with the 
sphincter saving operations. 

Bacon? * has shown for years that 
longevity following proctosigmoidec- 
tomy and anterior resection is just as 
long as with the Miles operation with 
permanent colostomy. He also believes 
that the pull-through operation with 
preservation of the sphincter muscles is 
best for carcinoma of the mid and up- 
per rectum and recto-sigmoid, and that 
anterior resection is best for carcinoma 
in the sigmoid colon. Only several 
months ago, writing in the Surgical 
Clinics of North America, Charles W. 
Mayo‘ stated the following in a sum- 
mary: 

“Low anterior resection in one stage 
with end to end anastomosis (sigmoid- 
proctostomy) is possible for the vast 
majority of malignant lesions lying in 
the rectum from 6 cm. through 9 cm. 
from the dentate margin or higher, Con- 
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comitant colostomy usually is not neces- 
sary. The anus and anal control can 
be preserved with low morbidity, low 
hospital mortality, favorably compara- 
ble 5 years or longer survival, and no 
greater recurrence rate than that found 
in similar cases in which one stage ab- 
domino-perineal resection has been per- 
formed. It now appears that the com- 
bined abdomino-perineal resection, with 
rare exceptions, can be reserved for 
malignant lesions of the anus and por- 
tions of the rectum less than 6 cm. from 
the anal margin.” 

Drs. Best and Rasmussen,” in a very 
recent report, concluded from their ex- 
perience that approximately 75% of 
patients with carcinoma between the 5 
cm. and the 12 cm. levels (2-5 inches) 
can be given the advantages of a sphinc- 
ter saving operation without significant- 
ly decreasing the chances for a five year 
survival. 

With the present statistics of longevity 
and survival rates quoted by men who 
have done large series of cases in this 
field, it appears that there should be 
very little excuse for performing an 
operation which leaves an individual 
without bowel control, when another 
operation with equally good results can 
be substituted. 

The abdomino-perineal resection with 
colostomy is a comparatively simple 
technical procedure, needing no excep- 
tional skill in its performance. It is 
much more difficult, and it takes greater 
skill to perform the anterior resection 
when one is working deep in the pelvis, 
particularly in the obese patient. I also 
realize that it may be a greater physical 
and emotional strain on the surgeon. 
However, when one realizes that it will 
save a patient many years of discom- 
fort, the surgeon who has compassion 
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FIG. 1. By-passing ob- 
struction, side-tracking 
(Internal colostomy). 
This may be the first 
stage of the resection. 





FIG. 2. Internal colos- 
tomy, first stage; second 
stage with resection of 
defunctionalized right 
colon several weeks 
later. 
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FIG. 3. Method which may occasionally be used 
to relieve the obstruction due to low-lying 
malignancy, Catheter passed through sigmoido- 
scope. 


FIG. 4. Temporary defunctionalized colostomy 
to prevent leakage when suture line low, or not 
completely peritonealized. May be done in 
upper descending colon if bowel redundant. 
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for his patients will not hesitate te 
undertake the more difficult procedure. 

In many malignancies that come to 
surgery, colostomy is done as a first 
stage, because the patient is either par- 
tially or completely obstructed or may 
not be in good enough condition to 
warrant a primary resection. In these 
circumstances | prefer to do an internal 
colostomy. This will decompress the 
patient, get him ready for primary re- 
section, and will not produce the psy- 
chological shock of an abdominal anus, 
(even of a temporary nature). 

While malignancies on the right side 
of the colon seldom obstruct, every 
surgeon has had patients with fungating 
or papillary tumors on the right side 
which have caused partial or incomplete 
obstruction. In these cases, an internal 
colostomy or by-passing can be per- 
formed, as in Fig. 1. In the second stage, 
the resection can be done, the anasto- 
mosis already having been made in the 
first operation. Occasionally, the situa- 
tion can be handled as jn Fig. 2. For 
lesions in the hepatic flexure, the same 
technique can be followed. The terminal 
ileum is transected as well as the trans- 
verse colon, and the proximal ileum is 
anastomosed to the distal transverse 
colon; the terminal ileum is brought out 
on the skin. 


At the second stage, when condi- 
tions are more favorable it is rela- 


tively easy to remove the right colon 
and terminal ileum. The patient should 
have very little reaction since the anas- 
tomosis is already functioning. Lesions 
in the distal colon which are obstructed 
usually have to be treated with a tem- 
porary external colostomy when primary 
resection is not possible. For lesions 
that are low in the descending sigmoid 
heavy 


or recto-sigmoid, a catheter. 
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(Fig. 3) can sometimes be carefully 
passed by means of the sigmoidoscope 
through the point of obstruction; in this 
way a temporary colostomy can be 
avoided. If an anterior resection is done 
deep in the pelvis, and the surgeon is 
not certain of his suture line, it may be 
life-saving to do a temporary colostomy 
for several weeks, as in Fig. 4. Also, 
lesions which are not resectable can be 
by-passed by ileum to the descending 
colon, Fig. 5. 

Occasionally the surgeon will operate 
on a patient with a late carcinoma of 
the colon who has complete or partial 


FIG. 5. Internal decompres- 
sion for obstructing lesions 
which are not resectable 
due either to fixation or 
wide-spread metastasis, Dis- 
tal part of transected ileum 
brought out on skin. 


intestinal obstruction. Inspection may 
reveal widespread metastasis or a condi- 
tion which is not resectable. There is a 
great temptation to do a_ palliative 
colostomy. I have always believed it is 
better under these circumstances to 
close the incision and resist the tempta- 
tion to perform a colostomy. It is kinder 
to keep these patients as comfortable as 
possible with morphine and other drugs 
until the end. I feel that a colostomy 
under these circumstances does not pro- 
long life very much, but it does make 
patients thoroughly miserable in their 
final days. 


Summary 


1. Many colostomies are unneces- 
sarily performed. 

2. In spite of cheerful reports to 
the contrary, many colostomy pa- 
tients are social recluses and are 
miserable people. 


3. Many patients are left with a 
permanent colostomy when a low 
resection could have been performed. 

4. Longevity is as good with a low 
resection as with the abdomino-peri- 
neal procedure. 
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5. Even when colostomy is indi- 
cated as a temporary measure, many 
times an “internal” colostomy can be 
performed. 

6. It takes a great deal more plan- 
ning and occasionally more operative 
procedures to avoid a colostomy, but 
if the surgeon has compassion for his 


patients, he will do everything pos- 
sible to prevent leaving his patients 
with permanent colostomies. 

7. In the terminal stages of his 
disease there is no excuse for per- 
forming a colostomy upon a patient 
with obstruction. 
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1. Muchas colostomias se efectuan 
sin necesidad. 

2. A pesar de los informes agrada- 
bles, muchos enfermos con colosto- 
mia son reclusos sociales y gente 
miserable. 

3. Muchos enfermos son dejados 
con una colostomia permanente cuan- 
do una reseccién baja pudo haberse 
hecho. 

4. La longevidad es la misma con 
una reseccién baja que con el pro- 
cedimiento abdomino-perineal. 

5. Aun en los casos en que esta 
indicada la colostomia como medida 


temporal, es posible en muchos casos 
hacer una colostomia “interna”. 

6. Generalmente cuesta mas tra- 
bajo planear y a veces el ejecutar 
durante la operacién, un metodo para 
evitar la colostomia, pero si el ciru- 
jano tiene compasi6n por sus en- 
fermos, el hard todo lo posible para 
evitar dejar & sus enfermos con colo- 
stomias permanentes. 

7. En los periodos finales de su 
padecimiento, no existe excusa para 
efectuar una colostomia en un en- 
fermo con obstruccion. 
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Ano-Rectal 
and 
Related Fistulas 


D. O. JANES, M.D. 
Long Beach, California 


A, ano-rectal fistula is a 
pathologic tract between the ano-rectum 
and some adjacent viscous or skin sur- 
face. Invariably all fistulas are pre- 
ceded by abscess formation which is 
turn usually originate from infection 
entering a crypt situated in the ano- 
rectal line. They may extend in any 
direction and may be single or multiple. 


Incidence 


Fistulas represent approximately 25% 
ano-rectal diseases 

Most common between ages 20-60 
years 

Occurs more frequently in males 

Fistulas in infants and children are 
rare. 


Etiology 
PREDISPOSING 
Congenital malformations in associa- 
tion with imperforate anus and a 
blind rectal pouch which ends a 
variable distance from the perineum 
In the female recto-vaginal fistulas 
with the rectum entering any por- 





tion of the posterior vaginal wall 
or recto-perineal fistulas in which 
the rectum exits perineally be- 
tween vaginal fourchette and anal 
dimple 

In the male recto-urinary fistulas 
either recto-urethral or recto-vesi- 
cal. These fistulas are usually as- 
sociated in a high percentage with 
other congenital anomalies 

CONSTITUTIONAL 

Malnutrition 

Diabetes 

Tuberculosis 

Malignancy 

Dysentery 

Regional enteritis 

Chronic ulcerative colitis 

Perianal dermatitis 

Retro-rectal tumors and cysts 

Osteomyelitis of the pelvic bones 

Pelvic abscesses 

Prostatitis and Vesiculitis 

JNFLAMMATORY 

Infection usually enters through a 
crypt of Morgagni and burrows its 
way either through, internal to or 
external to the external sphincter 
towards the Ischio-rectal fossa. 
Here it expands to form an abscess, 
which may either rupture or be 
incised. Thus leaving an internal 
opening in the original crypt, a 
tract which is a remnant of the 
contracted abscess cavity and an 
external opening the site of the 
rupture or incision. 

BACTERIOLOGY 

Staphlococcus 

Streptococcus 

Coliform organisms 

Occasionally pyocyaneus proteus 

Actinomyces 

Tubercle Bacillus 

Gonococcus 
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Classification 


SIMPLE 


Most frequently encountered—con- 
sists of internal primary opening 
usually at ano-rectal line poste- 
riorly and communicating with an 
external or secondary opening in 
perianal skin 


COMPLEX 


The internal primary opening is most 
commonly located immediately to 
one side or the other of the posterior 
anal commissure. One or two of 
the branching tracts may end 
blindly. This includes the horse- 
shoe fistula which represents a 

tract with external 

openings in each ischio rectal fossa 
and one internal opening at ano 
rectal line. 


semicircular 


COMPLICATED FISTULAS 


A tract which furnishes communica- 
tion between the bowel, diseased 
bone or adjacent organs such as 
recto-vesical, recto-urethral, etc. 


Symptoms 


Usually a history of antecedent ab- 
scess which ruptures or was drained 
surgically, following this a puru- 
lent discharge is noted, it is fre- 
quently intermittent, often thin and 


watery. 
As the external opening heals pain 
occurs, caused by accumulated 


pressure of the exudate. 

This is followed by spontaneous 
rupture and reappearance of the 
discharge and disappearance of the 
pain. 

Dermatitis 

Pruritis ani 


(Vol. 9, No. 5) OCTOBER, 1958 


Diagnosis 


Characteristic history as above 
Indurated tract may be palpated 
Probe may be passed through single 
tract 


Differential Diagnosis 


ANAL ABSCESS 

Superficial such as peri anal—peri- 
neal—or ischio anal. This is an 
acute infection ushered in with pain 
which progresses as the pressure 
within the confines of the abscess 
wall increases. Other cardinal 
symptoms of inflammation, such as 
local heat, redness and swelling. 
Enlargement of inguinal glands on 
affected side may be present. 


PertI-URETHRAL ABSCESS 


History of past urethritis 
Recent instrumentation of urethra 


DEEP ABSCESS OR SUPRA LEVATOR AB- 
SCESS 


Pain not as exquisite as superficial 
abscess 
Patient usually complains of a full 
feeling or uncomfortable feeling of 
pressure. 

Extreme toxicity as characterized 
by general malaise, chills, high fe- 
ver and prostration. 

Other Diagnostic problems as 
Thrombosed external hemorrhoids 
Prolapsing internal hemorrhoid 

with edema. 

Infections of the skin as 
Infected comedomes 
Sebaceous cysts 
Furuncles 
Pyoderma 

Pilonoidal cyst—abscess 

Bartholin cyst—abscess 
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Anatomy Ano Rectal 
Musculature 
EXTERNAL SPHINCTER—three layers 
1. Subcutaneous 
Usually surrounds entire anal canal 
at its extremity 
2. Superficial 
Usually arises from sides of the 
coccyx and ano coccygeal raphe 
surrounds mid portion of anal ca- 
nal and inserts in the central peri- 
neal tendon. 
3. Profundus layer 
Deepest portion and encircles up- 
per portion of anal canal 


Treatment 


SURGICAL 
Three cardinal reasons for failure 
1. Failure to locate internal open- 
ing 
2. Failure to locate all tracts to 
their terminii and open and ex- 
cise them 
3. Faulty after treatment 
Caudal Anesthesia best 
Patient in prone Jack Knife position 
Probe primary opening when possible 
or secondary opening or both 
If probe does not pass easily enter 
probe as far as possible then in- 
cise tract. Probe then reinserted 
and this procedure repeated until 
complete tract is laid open 
Exteriorize all tracts 
Edges of tract should be saucerized 
and generous bit of tissue removed 
at internal opening to assure extir- 
pation of adjacent anal glands 
Sphincter muscle may be cut when 
fistulous tract traverses the muscle. 
Whenever possible the sphincter 
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fibers should be severed at right 
angles to their course. 

If fistula runs deep to entire ano rectal 
ring and musculature some type of 
two stage procedure must be em- 
ployed. 


Post Operative Care 


Wounds should be packed and re- 
moved in 24-48 hours 

Wounds should be kept apart and 
made to heal from the bottom up 

Chemotherapy may or may not be 
necessary—opinion is divided 

Drug therapy for constitutional dis- 
eases as diabetes, tuberculosis, etc. 


RECTO VAGINAL FISTULAS 
Etiology 


Unsuccessful attempt to close an ob- 
stetrical laceration 

Suture passed through rectal wall in 
closing a midline episiotomy and 
not recognized 

Trauma 

Infections as 
Ano rectal abscesses 
Abscess of rectro vaginal septum 

Extension of malignancy from cervix 

Irradiation of cervix for malignant 
disease 

Congenital as described previously 


Symptoms 
Involuntary escape of flatus and fecal 
material through vagina 


Treatment 


Surgical 

Cardinal principles to remember 
Removal of fistulous tract in its en- 
tirety 
Excision of all fixed scar tissue 
Individual closure of both rectal 
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and vaginal openings colon or skin surface or some other 


Use of fine cat gut hollow organ as bladder, etc. 
RECTO URETHRAL FisTuLAs “tology 
Diseases which produce gangrene or 
Etiology perforation 
Traumatic as from urethral sounds or Accidental 
Pathologic 


operative maneuvers on the prostate i ? 
Inflammatory Trauma due to operative procedures 
Prostatic abscess Symptoms 
Peri rectal abscess 
Tuberculosis of bladder 
Neo plastic 


Rectal or prostatic carcinoma 


Passage of fecal material and flatus 

Escape of flatus at time of mictura- 
tion 

Discoloration of urine 


Symptoms and Diagnosis — 


Leakage of urine into the rectum 
Sometimes passage of flatus or feces 
through urethra 


Spontaneous closure possible 
Surgical 
Proper pre-operative preparation 
Non absorbable sulfonamide 
‘ High protein diet 
Surgical Fistulous tract kept clean 
Surgical repair either extra-peritoneal 


Treatment 


COLONIC FISTULAS or intra-peritoneal 


Abnormal communication between 920 Pacific Avenue 





FELLOWSHIP KEY 
A Fellowship Key of 10K Gold. 


as illustrated, is now available to 
Fellows of the International 
Academy of Proctology. 
Applications for the Fellowship 
Key should be made to the office 
of the Secretary, 147-41 Sanford 
Avenue, Flushing 55, N. Y. 
A check in the amount of $15.00 
should accompany the order for 
the key. } 
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Eiditors, I always thought, are 
privileged persons. They personify the 
principle of free speech and may inter- 
pret events according to their best wis- 
dom. They may, so I thought, with 
immunity, analyze their own minds and, 
by the magic of the printed word, deeply 
influence a captive audience which, best 
of all, cannot argue back. So I thought, 
but today, now, things are quite differ- 
ent. 

It may have been true in the days of 
Brisbane or in the heyday of Fishbein’s 
editorship of the A.M.A. Their concepts 
and interpretations molded the reader’s 
minds and they created the standards 
destined to shape our views and for- 
tunes. 

Newspapers, of course, always divide 
along party lines, but the editor of a 
trade journal—and medical journals, in 
a sense, are trade journals—could im- 
pose his powerful personality with dic- 
tatorial authority. Thus it used to be. 
The intellectual power of the editor has 
yielded to the economic power of the 
advertiser, the Board of Directors, the 
Union boss and the owner. 

As he was shorn of his power, the edi- 
tor lost status and became a hired man. 


EDITORIALS 


About Editors, Guest Editors and American Medicine 


He is keenly aware of his limitations 
and he knows on whose toes he does not 
dare to tread. He may be a smart man 
and he must be diplomatic but he can- 
not afford to be intellectually free. Who 
is after him? His Board of Directors 
who clearly circumscribe the general 
policies, the advertisers who will ruin a 
disobedient paper and the readers who 
have to be pleased and appeased. 

Thus, under our own eyes and too 
slow for clear perception another of our 
big freedoms went down the drain. In- 
stead we got controlled and well planned 
thought, molded and sugared to give 
minimum offense and to accommodate 
all interests. 


The Guest Editor Can 
be Blunt and Fear Little 


Enter, now, the guest editor: He is 
clearly a one-shot amateur. He is a frus- 
trated man full of ideas but without an 
audience. He hopes that just once he 
may be tolerated as a temporary nui- 
sance. He can write, if he gets past the 
editor’s red pencil, with the impunity of 
the man who has no job to defend. He 
knows that unfortunately he cannot re- 
peat his attack, which usually is required 
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for victory. Therefore, he must deliver 
a powerful wallop and yet hope that a 
kind editor and an indulgent readership 
may have pity on him and permit him 
an encore. But the sad truth of the 
matter is that free criticism or even 
unbiased analysis of our established in- 
stitutions are fast disappearing from the 
American scene. 

In days not long past, American phy- 
sicians were individualists, some very 
good, some equally bad or worse. Neces- 
sity then bore the “standard” of quality 
and performance. Good standards made 
America a great nation. Then came the 
“high standard” which became and to- 
day is the shibboleth of this nation. We 
forgot that “standards” are mechanical 
devices and thus kill the spirit. In the 
name of standards we became conform- 
ists and now act like puppets. Gradu- 
ally these standards took over like a 
Frankenstein monster. The American 
high standard of living keeps us indi- 
vidually poor and incurs for us the envy 
and enmity of foreign nations. “High 
standards”, as defined by our educa- 
tionalists, have ruined the educational 
system of our secondary schools and re- 
duced us to low rank in world education 
practices. Do not forget that the reali- 
zation of these changes was sudden, 
dramatic and shocking. Nixon’s recep- 
tion in South America and the Russian 
satellite in the sky were terrifying ex- 
periences. 


Continued Rise in Training Standards 
May Cause Deterioration of Medical 
Services 


Prophets are notoriously unpopular 
If your guest editor’s 
further opinions earn him the wrath of 
some, he will gladly accept it, if a seed 


But: 


in their time. 


of thought germinates in others. 
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In the name of “higher standards” we 
are fast ruining the best in American 
medicine.. Good medicine, simply, is 
good service to the patient. The pa- 
tient wants a cure or relief from his 
illness or symptoms. Patients are in- 
dividuals and they have individual 
problems. Personality difficulties, fears 
and repressions produce symptoms and 
organic disease. Other patients have 
multiple organic illnesses of non-related 
origins. These are trite observations, 
too trivial seemingly for a medical pub- 
lication. But does it not become all- 
important if our system does not pro- 
duce the doctor able to evaluate and 
handle these situations? 

The time has come when we physi- 
cians everywhere, teachers of medicine 
and general practitioners, limited spe- 
cialists and doctors with special inter- 
ests, must refocus our sights on the 
needs of our patients. Let us all be 
doctors first. Where are we and where 
are we going? 

In the name of “higher standards” 
and the prestige which the added de- 
gree implies, we are degrading the man 
on the level of optimal doctor/patient 
relationship into a second class physi- 
cian. We are humbling the man who is 
better qualified to give good direct 
service than any limited specialist. Let 
us not fool ourselves: If we destroy this 
man, the backbone of good medical 
service will be broken. Yet, we are de- 
stroying him steadily and with deadly 
finality. 


Present Training Methods Responsi- 
ble for Shortage of Family Doctors 
We have created an oversupply of 
experts on a small segment of human 
anatomy and an undersupply of doctors 
who can understand the problems of 
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sick people. We have created a short- 
age of doctors not afraid to go to the 
patient’s home or to handle an emerg- 
ency. We have, by silence and inuendo, 
encouraged the growing belief that only 
the specialist is a competent doctor. We 
are depriving good doctors of their hos- 
pital privileges, and replace them with 
men of limited interests and knowledge. 
Worst of all, we are robbing this doctor 
of the dignity essential to good work, 
and by condescension, restrictions and 
dequalifications gradually convince him 
of his unworthiness. 

No wonder that only the dumb and 
those of brave spirit are willing to prac- 
tice medicine where it counts most. 

In spite of all this the situation is 
far from hopeless. Recognition of the 
problems may initiate a search for a 
cure. 

Recognition by a few is of no avail. 
Teaching centers, being staunch sup- 
porters of ever climbing “standards”, 
and in the middle of the common pres- 
tige grind, may oppose any change. A 
few small ones, under strong leadership, 
may make a positive effort. Guest edi- 
tors of similar mind and well distrib- 
uted through the phalanx of American 
medical journals, offer a better oppor- 
tunity. 


Overproduction of Specialists Dis- 
regards Needs on Practical Level 


What are the answers, then? Your 
guest editor is not qualified to give a 
learned reply. He is not an educator, 
and educators everywhere are not known 
to take kindly to suggestions from out- 
siders. But permit him to speculate: 
The dignity and self-respect of the prac- 
titioner must be restored. Further, if 
we have an over-supply of specialists. 
reduce it by smaller production. This 





“Can't be 


looks like common sense. 
done?” Is it not a paradox that here 
in the U. S. we limit the admission 
to medical schools more than any 
European courtry, and then are unable 
to control the end product? Actually, 
specialty training is already governed 
by the number of available residencies. 
Apparently there are too many residen- 
cies for the need of the country. If 
controlled specialty training leaves cer- 
tain residencies open, they can be filled 
with one or two year men. They will 
have the training of excellent doctors 
with much special skill. But they will 
not be professors. You also may re- 
quire of every medical school graduate 
a rotating internship including a few 
months of general practice under re- 
alistic non-hospital conditions. You 
may, with much benefit to the profes- 
sion—and the people—include a course 
on psychosomatics into each specialty 
training. Nothing gives better insight 
into human medical problems. 


Academy of Proctology Adds Section 
On Psychosomatics to Next Seminar 


A more immediate approach would 
be for the specialty societies to broaden 
the scope of programming at their reg- 
ular meeting. The International Acad- 
emy of Proctology believes that its 
members will appreciate a wider cover- 
age of the subject than the usual menu 
of programs. The Academy, therefore, 
in the spirit of this discussion, at its 
next convention will add a series of lec- 
tures, given by experts in their fields, 
on the psychosomatics of gastrointesti- 
nal disease as well as a series of lec- 
tures on non-surgical disease of the in- 
testinal tract. 

This is an effort along a new path. 

PauL LauHvis, M.D.; President-Elect 
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Opportunity sssrvvevveeens 


ype INTERNATIONAL ACADEMY of Proc- 
tology is the outstanding teaching or- 
ganization in proctology today. Its objectives 
are purely educational, as represented by 
the Journal, the Annual Teaching Seminar 
of the Academy (at which there is no 
registration fee and all physicians are wel- 
comed), and the regional Chapter Meet- 
ings. 

The Academy is the largest proctologic 
society in the world today. The liberal and 
advanced educational policies, and the op- 
portunity for all classes of membership to 
share equally in the teaching programs of 
the Academy, as well as in the social events, 
are some of the reasons for this growth. 
The Academy is a friendly organization, 
and regardless of whether your affiliation 
is at the Affiliate Fellowship level or the 
full Fellowship level, you will be weleomed 
and treated as an equal in all Academy 
activities. 

Affiliate Fellowship is available to all 
physicians who are members of the Ameri- 
can Medical Association. 

If you are interested in proctology and 
if you are a member of the American Medi- 
cal Association, you may apply for Affiliate 
Fellowship in the International Academy of 
Proctology. 

Please send the application form, after 
completion, to the International Academy 
of Proctology, 147-41 Sanford Avenue, Flush- 
ing 55, Long Island, New York. The fee for 
Affiliate Fellowship only 
$10.00. 

Affiliation at the higher levels of Associate 
Fellowship and Full Fellowship will be made 
available to those who qualify. 


certification — is 


OOOOH OOOOOO OOOO DDD 
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The qualifications for these grades are 
as follows: 

Associate Fellows shall be such physicians 
who have qualifications just short of those 
required for Fellowship, but in several years 
probably will meet the Fellowship require- 
ments. Affiliate Fellows who have been mem- 
bers of the Academy for a period of not 
less than one year and who have been en- 
gaged in proctology or an allied specialty 
for a period of not less than five years, 
may apply for advancement to Associate 
Fellowship. 

Fellows shall be physicians having the 
following qualifications: Teaching or Faculty 
appointments in a recognized medical Col- 
lege, or Chief of the Department of Surgery 
of a recognized hospital, or consultant rank 
in proctology or surgery in a recognized 
hospital, or Fellowship in the American Col- 
lege of Surgery, or the International College 
of Surgeons, or Diplomate of the Board in 
Surgery or Proctology. Physicians who have 
been Associate Fellows of the Academy for 
a period of not less than two years, or who 
have become Diplomates of the American 
Board of Surgery, in Proctology, or the 
American Board of Proctology or the In- 
ternational Board of Proctology, may apply 
for advancement to Fellowship. Those 
candidates for advancement to Fellowship 
living in a foreign country where such a 
qualifying Board or Organization does not 
exist shall submit qualifications of an equal 
standard. 
without 


Applications will be processed 


delay, and you will be welcomed into this 


teaching Academy. 


399 








INTERNATIONAL ACADEMY OF PROCTOLOGY ¥ 
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8 PELHAM PARKWAY 





CATT (ystoscope Makers, Ine. 





Better visualization and smoother manipulation 
permit improved techniques 


This small, compact procto-sigmoidoscope incorporates improved fea- 
tures in rectal snares, grasping forceps, telescopic attachments and 
variable size speculum. 

Included with the instrument are two proctoscope tubes (10” work- 
ing length) of 1” and %” diameters. Each tube is equipped with an 
obturator and a specially designed light carrier which focuses a 
brilliant beam of light on the distal end without interfering with the 
visual field. 

The adjustable telescope attached to the flange of the proctoscope 
tube is swung into position when needed, providing visualization with 
8 power magnification. The efficiency and serviceability of the triple- 
jewed grasping forceps and of the revised Frankfeldt snare have 
been greatly increased. The Yeomans biopsy punch, 3 lens inflating 
caps, an insufflation bulb and a variable size speculum are also 


provided with the instrument. 


Full information sent on request 


FREDERICK J. WALLACE, President PELHAM MANOR, N. Y 





LETTERS TO THE EDITOR 


—Concluded from page 356 





with good judgment, and it is not for 
routine use. 


William Lieberman, M.D. 


Dear Sir: 

Do you have any experience in the 
use of tranquilizers pre-operatively or 
post-operatively? I would appreciate 
your opinion on such use. 

Incidentally, I want to thank the 
Academy for the very wonderful meet- 
ing in Mexico. It was a remarkable 
demonstration of hospitality south of 
the border, and the Scientific Sessions 
were tops. 

Sincerely, 


R. L., Texas 


Dear R. L.: 

The relief of anxiety and tension in 
surgical patients is most important. The 
best tranquilizer, of course, is the con- 
fidence of the patient in the physician. 

In my own office, in the practice of 
ambulatory proctology, music also 
soothes the patient. Music could be used 
in hospital operating rooms as well, to 
advantage. 

Mild sedation with a barbiturate or 
with the tranquilizers is valuable both 
before and after surgery. The meproba- 
mate preparations such as Miltown and 
Equanil, and the prochlorperazine prep- 
arations such as Compazine, are of great 
value in controlling anxiety. When the 
patient is relaxed and sleep improves 
there is less tendency to complain of 
pain. With a more comfortable post- 
operative course, and immediate or early 
ambulation, convalescence is very much 
improved. 





I would recommend the use of such 
preparations in the pre- and post-opera- 
tive care of proctologic surgical patients. 

Sincerely, 


The Editor 


Dear Doctor: 

The question has arisen as to the 
earliest recorded reference to hidrade- 
nitis suppurativa. I would appreciate 
any information you can give me on 
this phase of the literature. 

Many thanks. 

Sincerely, 
Dr. R.L., California 

P.S.—I very much enjoyed the meet- 
ing in Mexico. It was most unusual 
both scientifically and socially. 


R. L. 


Dear R. L.: 

The first reference on hidradenitis 
suppurativa appears to be that written 
by Velpeau in 1839. That paper de- 
scribed involvement of the anus, axilla 
and nipple by a localized inflammatory 
process with superficial abscesses. 

The next reference appears to be in 
1845, a paper by Krause and Robin. 

The first American contribution 
seemed to be that of Cole and Driver 
in 1929. 

I will look forward to seeing you in 
New York, April 5th to 9th, 1959, for 
the Eleventh Annual Teaching Seminar 
of the Academy. 

If you are developing case studies of 
this interesting disease, you may want 
to present a paper at that time. 

If so, the Chairman of the Conven- 
tion Committee is Dr. Paul Lahvis, 
Gowanda, New York. 

Sincerely, 


The Editor 
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BLEEDING 
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A COMPLETE SYSTEMIC HEMOSTAT 


Adrestat complements the surgeon's skill by providing a new concept 
in the control of operative and postoperative bleeding. It promotes re- 
traction of severed capillary ends and controls capillary bleeding and 
oozing; prevents bleeding due to hypoprothrombinemia; and prevents 
or corrects abnormal capillary permeability and fragility. Indicated 
in virtually every surgical procedure and in hypoprothrombinemia. 


AVAILABLE: 

ADRESTAT capsules and lozenges, each containing: 

AGHEROCHTOME: SOMICATDAZONGE ....:.5.0.scscc044000<su00.0scessnnscsesssevsicaccarcecdacenendsscenesestssos OO ING 
(present as Carbazochrome Salicylate*, 65.0 mg) 

SGI Hy INVOICING DINOS oon cca cecivasocacccscatictesseseiessadeeecsseuetidedccccoeseaess 5.0 mg 
(Vitamin K Analogue) 

Ss TUE 2 7 | Sr eS oe ee 50.0 mg 

tee ne Cols | Sa ay a eR A ae RE Le Oe ee Le ..100.0 mg 


Capsules in bottles of 30; Lozenges in boxes of 20 


ADRESTAT (F)—containing in each ce: 
5 mg Adrenochrome Semicarbazone (present as Carbazochrome Salicylate*, 130.0 mg) 
Boxes of five 1-cc ampuls, 1-cc sterile disposable syringe units, & 5-cc multiple-dose vials. 


ORANGE, N. J. 
*Pat. Nos. 2,581,850; 2,506,294 
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NEWER MEDICINALS 


These brief résumés of essential information on 
the newer medicinals, which are not yet listed 
in the various reference books, can be pasted 
on file cards and a record kept. This file can 
be kept by the physician for ready reference. 


Actidil, Burroughs Wellcome & Co., 
Tuckahoe, N. Y. Tablets 2.5 mg. or 
syrup 1.25 mg. triprolidine hydrochlo- 
ride per 5 cc. Indicated for treatment 
of hay fever, pollinosis, drug sensi- 
tivity, pruritus, allergic dermatitis and 
vasomotor rhinitis. Dose: As di- 
rected by physician. Sup: Tablets, 
bottles of 100; syrup, bottles of 1 pt. 


Aristocort Triamcinolone, Lederle 
Laboratories Division, American Cy- 
anamid Co., Pearl River, N. Y. New 
dosage form—tablets of 1 mg. In- 
dicated for the treatment of collagen 
diseases, respiratory allergies and 
chronic dermatoses. Dose: As di- 
rected by physician. Sup: Bottles of 
50, 500 and 1000. 


Caldecort, Maltbie Laboratories Divi- 
sion, Wallace & Tiernan Inc., Belle- 
ville, N. J. Ointment containing a 
combination of hydrocortisone ace- 
tate, calcium undecylenate and neo- 
mycin. Indicated for relief and treat- 
ment of most common skin disorders. 
Use: As directed by physician. Sup: 
Tubes of 4 oz. 


Cort-Quin, Dome Chemicals Inc., New 


York, N. Y. Creme contains micro- 
nized hydrocortisone (free alcohol) 
14% or 1% and _ diiodohydroxy- 
quinoline 1%, in Acid Mantle 
base. Indicated for treatment of a 
wide variety of subacute and chronic 
dermatoses complicated or threatened 
with invasion of bacteria fungi and 
protozoa. Use: Apply lightly to af- 
fected area once or twice daily. Sup.: 
With either 45% or 1% hydrocorti- 


sone in | oz. and 1 oz. tubes 


Doxan, Lloyd Brothers, Inc., Cincin- 


nati, Ohio. New name for Doxinate 
w/Danthron, capsuies containing 60 
mg. dioctyl sodium  sulfosuccinate 
and 50 mg. Danthron. Indicated in 
chronic functional constipation. Dose: 
1 or 2 tablets at bedtime for two or 
three days. Sup: Bottles of 30 and 
100. 


Es-A-Cort, Dome Chemicals Inc., New 


York, N. Y. Creme contains synthetic 
vitamin A 100,000 U.S.P. units per 
ounce, estrone 56,000 IU per ounce. 
and micronized hydrocortisone free 
alcohol 5 mg. or 10 mg. per gram in 
Acid Mantle base. Indicated for 
local application in anogenital pruri- 
tus, diabetic pruritus, senile vulvova- 


—Continued on page 408 
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the pleasant physiologic corrective for 


constipation 


the child the pregnant the aged 


neo-cultol 


L. Acidophilus in chocolate-flavored 
mineral oil jelly 


NEO-CULTOL acts to restore and maintain 
normal peristalsis naturally, safely, pleas- 
antly. It implants in the intestines the normal 
aciduric flora necessary to healthy bowel 
movements. At the same time it lubricates, 
softens the colon contents to prevent dry, 
‘“‘constipated’’ feces.. No phenolphthalein, no 
salts, no bulk, no roughage. 


tastes like chocolate pudding 


samples on request 


arlington-funk laboratories 
division of U. S. VITAMIN. CORPORATION 
250 East 43rd St. . New York 17, N. Y. 
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ginitis, postmenopausal vulvovaginitis, 
neurodermatitis, kraurosis vulvae and 
related conditions. Use: As directed 
by physician. Sup: With either 12% 
or 1% hydrocortisone in 1% oz. tubes. 


Kenacort 2 mg., E. R. Squibb & 
Sons, New York, N. Y. New dosage 
strength. Indicated in a wide variety 
of disorders including rheumatoid 
arthritis, vasomotor rhinitis, bronchial 
asthma, edema, dermatoses and 
Hodgkins disease. Dose: As directed 
by physician. Sup: Bottles of 50. 


Kudrox Double Strength, Kremers- 
Urban Company, Milwaukee 1, Wis- 
consin. Concentrated liquid combi- 
nation of aluminum hydroxide gel, 
magnesium hydroxide and d-Sorbitol. 
Indicated for relief of gastric hyper- 
acidity and treatment of peptic ulcer. 
Dose: Usual dose, 1 or 2 teaspoonfuls 
30 minutes after meals and at bed- 
time. Sup: Plastic bottles of 12 oz. 


Kynex Pediatric Suspension, 
Lederle Laboratories Division. Ameri- 
can Cyanamid Co., Pearl River, N. Y. 
Each 5 cc. teaspoonful contains 
250 mg. sulfamethoxypyridine. In- 
dicated for 
urinary and upper respiratory infec- 
tions, bacillary dysenteries and sur- 


treatment of genito- 


gical and soft tissue infections due 
to sulfonamide sensitive organisms. 
Dose: As directed by phycisian. 
Sup: Bottles of 4 oz. 


Meti-Derm Aerosol, Schering Cor- 
poration, Bloomfield, New Jersey. 


New spray form, delivering in each 
3-second spray approximately 0.5 mg. 
prednisolone. Indicated for allergic 
dermatitis, poison ivy and_ poison 
oak. Can be applied to moist, sensi- 
tive skin areas, avoiding irritation 
that might result from manual appli- 
cation. Sup: 150 Gm. aerosol can 
containing 50 mg. prednisolone. 


Neo-Kolefan,Buffington’s Incorporated, 


Worcester, Massachusetts. Liquid 
containing neomycin, kaolin, pectin, 
salol and zinc sulfocarbolate. Indi- 
cated for bacterial and non-specific 
diarrhea. Dose: 2 to 4 tablespoonfuls 
three or four times daily. Sup: Bottles 


of 8 oz. 


Neosporin Antibiotic Lotion, Bur- 


roughs Wellcome & Co., Inc., Tucka- 
hoe, N. Y. Each cc. containing 10,000 
units Aerosporin brand polymyxin B 
sulfate, and 5 mg. nemoycin sulfate. 
Indicated for treatment of pustular 
acne, pyodermas, folliculitis, infected 
eczemas and _ infected dermatoses. 
Dose: As directed by physician. Sup: 
Plastic squeeze bottles of 20 cc. 





PRACTICE FOR SALE 


Florida West Coast. Retiring Proc- 
tologist offers active practice (same 
location 13 years) with modern 
equipment and all records, at cost 
of furniture and equipment (5000 
—easy terms). Available short 
time only. Box 1058, American 
Journal of Proctology, 1447 North- 
ern Boulevard, Manhasset, New 
York. 
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Polykol Drops, The Upjohn Com- 
pany, Kalamazoo, Michigan. Each 
ce. contains 200 mg. poloxalkol (oxy- 
ethylene oxyprophylene polymer). In- 
dicated for the prevention and treat- 
ment of constipation associated with 
hard, dry stools. Dose: As directed 
by physician. Sup: 
of 30 ce. 


Pro-Banthine with Dartal, 
Searle & Company, Chicago, Ill. Tab- 
lets, each containing 15 mg. propan- 
theline and 5 mg. thiopropazate dihy- 
drochloride. Indicated for treatment 
of gastrointestinal disturbances in 
which there is prominent emotional 
or anxiety overlay. Dose: One tablet 
three times daily. 
100 and 500. 


Spensin PS, Ives-Cameron Company, 
Philadelphia, Suspen- 
sion, each fluid ounce of which con- 
tains 300 mg. dihydrostreptomycin 
base, 120,000 units polymyxin B sul- 
fate, 3 gm. attapulgite, and 270 mg. 
pectin. Indicated for symptomatic 
treatment of diarrhea and for specific 
therapy in bacterial diarrheas due 
either to streptomycin- or polymyxin- 
sensitive organisms. Dose: As di- 
rected by physician. Sup: Bottles of 


Pennsylvania. 


A OZ. 


Trilafon Repetabs 8 Mg., Schering 
Corporation, Bloomfield, N. J. Con- 
taining 4 mg. perphenazine in the 

outside coating and 4 mg. in the in- 

ner core. Satisfactory tranquilizing 
and antiemetic effect can be obtained 
with morning and evening administra- 

tion. Sup: Bottles of 30 and 100. 
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Sup: Bottles of | 


In bakelite. 


YOUNG'S 
/ RECTAL 
» DILATORS 





TT 


FOR SPASTIC CONSTIPATION 


¢ Anal Stricture * Achalasia «+ Prolapse 
* Post-hemorrhoidectomy «+ Post-fistul- 
ectomy 


Gently stretch tight, spastic, or hyper- 
trophic sphincters. Help train defecation 
reflex, reduce tonus, induce mild peristal- 
sis. In graduated sizes for progressive 
therapy. 

Infants: In flexible rubber. Children and Adults: 


Send for Literature 


F. E. YOUNG AND COMPANY 


8057 Stony Island Ave. Chicago 17, Ill. 


for protection 
_ and relief 
in pruritus ani 


AMMENS. 


medicated 


POWDER 


heals + cools + soothes 


Relieves itching, 
burning, chafing, and 
soreness in rectal area. 


Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. 


19 West 50 Street, New York 20, N. Y. 
Distributor for CHARLES AMMEN CO. « Alexandria, La. 
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BOOK REVIEWS 


CRAIG AND FAUST'S CLINICAL PARASI- 
TOLOGY by Ernest Carroll Faust, A.B., M.A., 
Ph.D., the William Vincent Professor of 
Tropical Diseases and Hygiene, Department 
of Tropical Medicine and Public Health, 
Tulane University School of Médicine, New 
Orleans, Louisiana; Consultant, U. S. Public 
Health Service; Member, Expert Panel on 
Parasitic Diseases, World Health Organiza- 
tion; Member, Committee on Revision, U. S. 
Pharmacopeia, 1951-1960; Field Coordina- 
tor, Tulane-Colombia Program in Medical 
Education, U. S. Operational Mission, Inter- 
nation Cooperation Administration; and Paul 
Farr Russell, M.D., M.P.H., Staff Member, 
The Rockefeller Foundation; Consultant to 
Surgeon General, U. S. Army; Member 
Malaria Panel and Formerly Chairman, Ex- 
pert Committee on Malaria, World Health 
Organization; Formerly Malaria Consultant 
to Tennessee Valley Authority and to the 
U. S. Public Health Service; with the Edi- 
torial Assistance of David Richard Linco- 
come, B.S., M.S., Ph.D., Howard University, 
Washington, D. C.: Editor of the Journal, 
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Experimental Parasitology; Guest Scientist, 
Department of Parasitology, Naval Medical 
Research Institute, National Naval Medical 
Center, Bethesda, Maryland; Lieutenant- 
Colonel, Medical Service Corps, Army of 
the United States. Sixth Edition, thoroughly 
revised. 346 illustrations and 7 colored 
plates. Published by Lea & Febiger in Phila- 
delphia. Price $15.00. 


The newer knowledge concerning the para- 
sites of man have been added to the latest 
edition of this classic textbook. There is new 
basic information, and there is also the ex- 
tension of the perspectives of the older, more 
established information. 


Taxoplasmosis and visceral larva migraines, 
recently recognized as of increasing importance 
in human medicine, are carefully described. 
There has been much re-writing as well as 
addition of newer knowledge. 


The textbook is beautifully illustrated, 
highly authoritative, and continues to be one 
of the finest teaching volumes of its kind 
known to this reviewer. 

Every proctologist should have such a book 
in his library. 


PATHOLOGY FOR THE PHYSICIAN by 
William Boyd, M.D., Dip|. Psychiat., M.R.C.P. 
(Edin.), Hon, F.R.C.P. (Edin.), F.R.C.P. 
(Lond.), F.R.C.S. (Can.), F.R.S. (Can.), 
LL.D. (Sask.), (Queen's), D.Sc. (Man.), 
M.D. (Oslo), Professor Emeritus of Path- 
ology, The University of Toronto; Visiting 
Professor of Pathology, The University of 
Alabama; Formerly Professor of Pathology, 
The University of Manitoba and the Univer- 
sity of British Columbia. Sixth Edition, Thor- 
oughly Revised. 900 pages. 489 Illustra- 
tions and 12 Plates in Color. Lea & Febiger, 
Philadelphia, 1958. Price $17.50. 


The Sixth Edition of Pathology of Internal 
Diseases has been retitled. The book has now 
become a presentation of pathologic physi- 
ology as well as classical pathology. This is an 
excellent feature, and adds a great deal to the 
usefulness of the Sixth Edition. 


There are new chapters on The Physiology 
and Pathology of the Internal Environment, 
Diseases of Muscles, and Diseases of Joints. 


The illustrations are excellent and there are 
12 color plates. The writing, as always, is 
authoritative and readable. 


The addition of a consideration of physiology 
and biochemistry is especially evident in the 
opening section on General Considerations (at 
the beginning of each chapter), and sets a 
new tone for the volume. This book may be 
recommended for the student, the pathologist. 
and the general practitioner. 

—Continued on page 412 
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for 


hemorrhoids 


pregnancy 





a suppository, such as Desitin, reduces straining at the 
stool by lubricating the anal canal.! 


conservative treatment is indicated! for mild to 
moderate symptoms of simple hemorrhoids, fissures, 
cryptitis, pruritus ani...in pregnant and other patients. 





DESITIN SUPPOSITORIES lubricate, soothe, protect, ease 
pain, itching... and aid healing (with Norwegian cod liver 
oil, rich in vitamins A and D and unsaturated fatty acids). 
Free from drugs which might mask serious rectal disease. 





Write for samples and literature!-3 
DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 
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Promotes healing 

by providing protective 
barrier against 
irritation, moisture, 
and bacterial invasion. 


Bristol-Myers Co. 
19 West 50 Street, New York 20, N. Y. 
Distributor for CHARLES AMMEN CO. « Alexandria, La. 
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HESE jars are handmade and painted 

at the famous Anton Herr Pottery 
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MEDICAL TIMES OVERSEAS, INC. 
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| MODERN OFFICE GYNECOLOGY by George 


Blinick, M.D., F.A.C.S., Attending in Obste- 
trics and Gynecology, Beth Israel Hospital, 
New York City; Visiting Gynecologist, Har- 
lem Hospital, New York City; Assistant Clini- 
cal Professor of Obstetrics and Gynecology, 
New York University College of Medicine; 
Diplomate, American Board of Obstetrics 
and Gynecology and Sherwin A. Kaufman, 
M.D., F.A.C.S., Associate Attending in Ob- 
stetrics and Gynecology, Beth Israel Hos- 
pital, New York City; Medical Director, 
Planned Parenthood of Manhattan and of 
the Bronx, New York City; Diplomate, Amer- 
ican Board of Obstetrics and Gynecology. 
Lea & Febiger, Philadelphia, 1957. 218 
pages. 47 illustrations. 


This interesting little book will be particu- 


| larly useful for the general practitioner. It is 
| the outgrowth of teaching gynecology to post- 


graduate students and general practitioners, 
and is written, therefore, in abbreviated fash- 
ion. 

The illustrations are adequate, and are set 
aside as a separate section in the book. 

The first section of the text offers tables 
for differential diagnosis, a description of office 
procedures and therapy. 


The next section contains the illustrations, 
already mentioned. In the final section, the 
more specialized features of office gynecology 
are described in terms of clinical abstracts 
and a bibliography. The final section is not 
easy reading, and is best left for the type of 


| presentations seen in the yearbooks. It offers 


nothing for the general practitioner, and cer- 
tainly should not be included in the presenta- 
tion of office gynecology. 


| NON CONGENITAL AFFECTIONS OF THE 


ANUS AND RECTUM IN CHILDREN. (Af- 
fections non congenitales de l'anus et du 
rectum chez l'enfant). Jean Duhamel, In- 
troduction by Robert Debré. 264 pages, 
110 illustrations. Price Fr. 3.600. Masson 
& Cie. Paris 1958. 


The author’s book is based on the large 
material of the Hospital des Enfants Malades 
at Paris. It is therefore able to give an im- 


| pressive study of the diseases of the anus and 


rectum in children. This book is a collection 
of clinical facts. The author studies these 
problems, which are generally not well known 
to the pediatrician, from the point of view of 
a gastro-enterologist and a proctologist. Robert 
Debré in his introduction remarks: proctology 
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is in this book considered in connection witn 
other specialities such as enterology, derma- 
tology, urology, biology and neuro-psychiatry. In 
effect, we cannot neglect the neuro-psychiatric 
factor in the study of conditions like constipa- 
tion or colitis ulcerosa. The author points out 
the differences between the conditions in 
adults and children as see *~ emorrhoids or 
fissures. The treatment ux-u in adults cannot 
be always applied in children. New ideas are 
discussed concerning hemorrhoids in children, 
the role of infection of Morgagni crypts, in 
the development of fistulae, abscesses and fis- 
sures. Practical suggestions for endoscopy of 
anus and rectum are given and will be appre- 
ciated by all readers of the book. Therapeutic 
problems, especially in rectal prolaps and 
polyps, are discussed. Each chapter is pre- 
ceded by a summary which facilitates the use 
of the book. There is an extensive bibliog- 
raphy. This book can be highly recommended 
to pediatricians, general practitioners, gastro- 
enterologists and proctologists. The illustra- 
tions are good; the text is in French. 


SURGICAL TREATMENT OF ULCERATIVE 
COLITIS. (Traitement chirurgical de la 
recto-colite ulcero-hemorragique). E. De- 
lannoy and M. Martinot (Lille). 120 pages 


with 26 illustrations. Masson & Co., Paris 


1957, Fr. | 400.00. 


Ulcerative colitis in French: is called “La 
recto-colite ulcero-hemorragique”. Its  fre- 
quency and severity, which has become greater 
in France, without reaching the statistical fre- 
quency of the Anglo-American figures, poses a 
problem for the surgical treatment, which is 
often very difficult. The medical treatment in 
these cases, both the acute and the chronic 
ones, are very often without effect, and, there- 
fore, the surgeon, at an early stage, becomes 
interested in the operative treatment of this 
disease. Without neglecting the important con- 
tributions of the reports in English, it brings 
the results and conclusions of the experiences 
of Delannoy and Martinot, which is one of the 
most important ones in France. 

The decision to operate is a difficult one and 
should take into consideration the severity of 
the clinical and biological picture and their 
complications, such as bleeding and _perfor- 
ation. 

The authors discuss the various surgical pro- 
cedures and their after effects. One chapter is 
devoted to conditions after ileostomy. 

The book is written in French with good 
illustrations and an extensive bibliography. It 
can be recommended to surgeons and gastro- 
enterologists alike. 


INJECTABLE - SUPPOSITORY - OINTMENT 








The goal of the proctologist achieved: 

@ RECTOCAINE offers freedom from pain both before and after 
surgery! 

@ RECTOCAINE permits immediate ambulation! (Ambulatory 
Proctology—Cantor} 








@ RECTOCAINE may be used in hospital or office to treat or pre- 
vent pain! 


@ RECTOCAINE offers rapid return to work for the patient! 


RECTOCAINE 


AMPULS: Boxes of 6, 25, and 100. SUPPOSITORIES: Boxes of 12. 
OINTMENT: 1 ounce tube. 


For Samples & Literature, Write Dept. R 


C. F. KIRK Co., 521 W. 23rd St. N.Y. 11, N. Y. 
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and colon. 







Physicians are regularly faced with medical 
and minor surgical problems associated with 
hemorrhoids, pruritus ani, anal fissures, 
fistulas, pilonidal cyst, carcinoma, ete. Each 
bimonthly issue of this official publication of 


tains the newest and most practical informa- 
tion about diagnostic procedures and _ treat- 
ment methods in the proctologic field. 

In addition to original scientific reports 
from leading authorities the journal features 
concise evaluations of the latest scientific arti- 
cles relating to proctology and gastroenterol- 
ogy which have appeared in the world’s litera- 
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The American Journal of Proctology will help you keep 
abreast with the newest and most practical information 
on diagnosis and therapy in diseases of the anus, rectum 
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Please enter my subseription to AMERICAN 
JOURNAL OF PROCTOLOGY. Issued bi- 
monthly — February, April, June, August, 
October, December-——$6.00 per year, $10.00 
for two years, $11.00 for three years. 
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